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A BIT OF CANCER HISTORY 


Far from being a new disease as many people 
think, because of the great interest now being 
shown in the subject, cancer is one of the oldest, 
if not the oldest disease known to medical science. 
Earliest medical writings describe it quite accu- 
rately as it is known today. 

Ancient Egyptian papyri, especially the Smith 
papyrus of 3000 B.C., and the Ebers papyrus of 
1500 B.C., contain descriptions of cancer. The 
Indian epic, Ramayama, ascribed to 2000 B.C., 
also refers to the disease. More ancient than these 
are evidences of cancer in the bodies of Egyptian 
mummies and in the fossil bones of animals that 
lived millions of years ago. 

Hippocrates, in the fifth century, B.C., de- 
scribed some forms of cancer quite accurately, 
notably that of the skin, stomach, rectum and 
breast. He recognized the futility of cure of ad- 
vanced cancer in these words: “It is better to 
give no treatment in case of ‘hidden’ cancer—to 
omit treatment is to prolong life.’ A century 
before Hippocrates it is recorded that Democedes 
cured Atossa, wife of Darius Hystapsis, of a breast 
cancer. Celsus, a contemporary of Christ, ex- 
cised breast cancer and added a classical descrip- 
tion of the disease. ‘The crude surgery of the 
times included an even more crude attempt at 
diathermy in the use of hot irons for destroying 
the cancerous growth. 

Galen, who lived about 200 A.D., attributed 
all disease to one of the four “humors”: blood, 
phlegm, black bile and yellow bile. He theorized 
that cancer was due to a concentration of black 
bile in the patient’s body. 

The Galenic influence dominated medical think- 
ing for a thousand years, although during this time 
individual physicians made noteworthy contribu- 
tions to cancer knowledge. Among these, Paulus 
7Egina, about 650, separated chronic metritis from 
cancer of the uterus. Two Arabian physicians, 
Avicenna of 1000, and Avenzoar of 1100, re- 
corded much factual information about cancer 
and its treatment. Avicenna was the first to use 
arsenic in the treatment of cancer, especially can- 
cer of the skin. His methods were soon taken 


up by the Egyptians and remain today as one of 
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Cancer Comment 


the chief ingredients of the cancer pastes used by 
quacks and charlatans. Avenzoar employed the 
esophageal sound and nutrient enemata in his 
practice. 

About the year 1300, Lanfranchi carried out 
radical operations for cancer and advised free 
bleeding of the operation wound. 

Further impetus was given to the study of can- 
cer when anatomical dissections were permitted 
publicly. Among the physicians of that day, 
Vesalius (1514), Fallopius (1523), and Fabri- 
cius (1537), made notable contributions to the 
knowledge of the human body and the relation 
of the various organs to one another. They also 
added materially to the knowledge of cancer. 

Invention of the microscope in 1529 greatly 
extended scientific knowledge of human tissues. 
Construction of the acromatic lens in 1824 opened 
a new era in cancer research. Detailed study of 
the cell and its contents by Miller, Schleiden and 
Schwann in 1838 introduced the modern era of 
cancer research. Their work was greatly extended 
by Virchow who made the first study of tumors 
and published his findings in 1858. 

The first clinical studies of carcinogenic agents 
was that of Percival Potts in England who, in 
1777, published his classical studies on “mule spin- 
ners” and “chimney sweeps” cancer. He proved 
that the former was caused by exposure of the 
worker’s skin to the oil used in lubricating the 
spindles in textile manufacture and the latter to 
the soot which impregnated the clothing of chim- 
ney sweeps. Since that time, especially since 1923, 
hundreds of carcinogenic chemical compounds 
have been identified. 

The first hospital exclusively for cancer patients 
was opened in Rheims, France, in 1740. Its orig- 
inal twelve beds were soon increased in number 
but as cancer was then thought to be contagious, 
as some people still think it to be, it became nec- 
essary to remove the institution outside the city 
limits where it became known as the Hospital 
Saint Louis and where it continued to serve cancer 
patients exclusively until 1846. 

Another famous cancer hospital with a long rec- 
ord of service is the Middlesex Hospital in Lon- 


(Continued on Page 412) 
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To the Doctors and Hospitals of Michigan... 


YOUR BLUE CROSS - BLUE SHIELD 
PLANS HELPED OVER 376,000 MICHIGAN 
PEOPLE DURING 1951! 


These families received Blue Cross-Blue Shield 
benefits totalling over 57 million dollars 


Once again, we are proud to report another suc- 
cessful year of progress for your Michigan Blue 
Cross-Blue Shield Plans. With a membership 
running well over 2% million, Blue Cross-Blue 
Shield provided the widest range of comprehen- 
sive benefits in history . . . and at the lowest pos- 
sible cost to Michigan subscribers. Your Plans 
have paid out more than 222 million dollars in 
health-care protection during the past thirteen 
years . . . today more than 40% of the people 
in Michigan enjoy this protection. The number 


of leading Michigan business organizations that 
now offer Blue Cross-Blue Shield has grown to 
over 12,000 . . . more than 4,800 Michigan doc- 
tors of medicine—more than 190 hospitals par- 
ticipate in this program. Blue Cross-Blue Shield 
has become Michigan’s best known and most 
widely used health-care protection. You can be 
proud of your Blue Cross-Blue Shield progress 

. . it’s another way in which you, the doctors 
and hospitals, provide priceless protection truly 
benefiting the people of Michigan! 





MICHIGAN HOSPITAL SERVICE 


ASSETS 
Cash in Banks and Office $ 4,417,581.71 
United States Treasury and Defense Bonds 11,981,579.27 
Accrued 60,105.47 
Subscription Fees—Receivable... 217,381.86 
Other Assets 344,955.69 


$17,021,604.00 


Total Assets 


LIABILITIES AND RESERVES 


Reserves for Payment for Services 

Rendered Subscribers (Including 

Unreported ) $ 7,630,855.25 
Reserve for Unearned Subscription Fees.... 3,198,450.02 
Reserve for Contingencies ,089,481.16 
Other Liabilities 102,817.57 


$ 17,021,604.00 


Total Liabilities and Reserves 


Total Benefits Paid Since Inception 


BLUE CROSS 


Michigan Hospital Service 





STATEMENT OF CONDITION 


Report of Condition as of the Close of Business, December 31, 1951 


234 State Street e Detroit 26 


MICHIGAN MEDICAL SERVICE 
ASSETS 


Cash in Banks and Office $2,839.154.07 
Real Estate—Home Office Property. 652,994.13 
United States Government and 
Government Guaranteed Bonds 
Interest and Rents—Due and Accrued 
Subscription Fees—Receivable 
Funds Advanced for Veterans Administration 
Other Assets 1,030.18 


> 


Stel DE eiiicees econo $ 9,547,726.78 
LIABILITIES AND RESERVES 


Reserve for Payment for Services 

Rendered Subscribers (Including 

Unreported) $ 3,848,538.38 
Reserve for Unearned Subscription Fees 1,403,498.09 
Reserve for Contingencies 4,264,829.62 
Other Liabilities 30,860.69 


$ 9,547,726.78 


$67 267,310.23 


Total Liabilities and Reserves 
Total Benefits Paid Since Inception 


BLUE SHIELD 


Michigan Medical Service 
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CANCER COMMENT 


A BIT OF CANCER HISTORY 
(Continued from Page 410) 


don. This hospital was organized in 1791 and 
has functioned continuously since that date. Its 
clinical and research studies and reports have 
established it as one of the leading cancer insti- 
tutions in the world today. 

One hundred and fifty years ago, in 1802, an 
organization known as “The Medical Committee 
of the Society for Investigating the Nature and 
Cure of Cancer” was formed in England. Leading 
scientists of that day were among its members. Its 
chief activity consisted of sending to each physi- 
cian in England a series of thirteen questions re- 
garding the causes and treatment of cancer. Many 
of these questions were unanswerable with the 
knowledge then available and, indeed, are still 
unanswerable with the knowledge we have of this 
disease. This committee was short-lived, being 
dissolved in 1806. Its chief claim to fame rests 
on the vision and understanding of its members 
as reflected in the question they posed to the 
medical world of their time. 

The history of cancer during the last 60 years 
has been highlighted by the discovery of x-rays 
and radium and their use in the diagnosis and 
treatment of cancer. Improvements in surgical 
and radiation therapy and extension of research 
to cover the scientific fields of biology, chemistry, 
physics, heredity, and related sciences are mat- 
ters of current scientific interest and add emphasis 
to the elusive character of this ancient andé still 
baffling condition. 


THE HILLSDALE PLAN FOR TUMOR 
DETECTION PROVES ITS WORTH 


Analysis of the four-year experience (1948-1951, 
inclusive) of the Hillsdale Plan for Tumor Detec- 
tion brings out the following interesting facts 
among others: 

The 2,365 individuals have been examined 4,- 
733 times during this period, giving an average of 
one re-examination each. Many of these patients 
have been examined as many as five times, while 
others have had but one examination. 

Women over forty years of age have comprised 


Epiror’s Nore: At the Clinical Conference, March 
13, 1952, the Michigan State Medical Society presented 
a Scroll of Honor to the Hillsdale County Medical So- 
ciety for its pioneer work in formulating The Hillsdale 
Plan for Cancer Detection. 
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HILLSDALE PLAN FOR TUMOR DETECTION 
Four-Year Experience (1948-1951) 


Per cent 


Cancer found 


Re- Total Cancers Indivi- Total 
Sex . exams. Exams. found duals Exams. 
Fem—under 40 313 938 4 0.64 0.40 


Fem—over 40 1,896 3,156 65 5.15 2.06 
Males—all ages ........ 159 639 37 7.70 5.70 


2,368 


—_——— _— 


4,733 106 


Stage of Development 


Stage Number 


Per cent 


37.76 
24.50 
28.30 

9.44 


Early 

Moderately advanced 
Far advanced 

Not stated 


Per cent cancers found in individuals examined—4.58 
Per cent cancers found in total examinations—2.24 


more than 50 per cent of the individuals exam- 
ined and more than 66 per cent of the total ex- 
aminations made. Women under forty have pro- 
vided 26 per cent of all individuals and 20 per 
cent of all re-examinations. Men of all ages 
account for the remainder of individuals examined 


and for 13 per cent of the total number of exam- 
inations. 


These 2,365 persons represent approximately 7 
per cent of the population of Hillsdale County in 
1950 and, of course, a much higher percentage of 
the adult population, the figures for which have 
not yet been announced by the Census Bureau. 

Of the individuals examined, 4.58 per cent were 


found to have cancer. This percentage drops to 
2.24 when applied to the total number of exam- 
inations which were almost exactly twice the for- 
mer figure, viz: 2,365 individuals and 4,733 total 
examinations. 

One hundred and six cancers have been found 
in this group of individuals. The real value of 
these examinations is seen in the fact that more 
than 62 per cent of these patients were found with 
cancer in a stage that gave every promise of cure 
with prompt treatment. But one-third were in a 
stage where treatment offered little hope for a 
cure. Without these examinations, many of these 
patients in early stages of their disease would have 
neglected themselves until they too were in ad- 
vanced stages. No better evidence is needed of 
the life-prolonging value of the Hillsdale Plan 
for Tumor Detection. Through this Plan the 


(Continued on Page 414) 
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Wide therapeutic range—Effective against all ¢ 
both gram-positive and gram-negative. 


Rapid, deep penetration—Higher solubility and 
produce local therapeutic levels within 15 minutes. 


Excellent results—In eye injury—no loss of working tim 
in 98.87 per cent of one series of 11,953 cases; 
in eye infections—rapid healing. 


Well tolerated —Outstanding freedom from irritation and sensitization. 
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CANCER COMMENT 








Now Council-accepted 


H YCO DA N —— 


ENDO brand of dihydrocodeinone bitartrate 


For effective cough therapy 


3 FORMS: 


Oral tablets (5 mg.); syrup (5 
mg. per teaspoonful); and 
powder (for compounding). 
Average adult dose 5 mg. May 
be habit forming; narcotic 
blank required. Literature sent 
on request. 








THE G. A. INGRAM COMPANY 
aa4a4 Woodward Avenue 


Detroit 1, Michigan 
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THE HILLSDALE PLAN 
(Continued from Page 412) 


Hillsdale County Medical Society has brought 
honor not only to its own members but to the 
medical profession everywhere. The Plan has 
demonstrated that many cancers can be found be- 
fore they give disabling signs or symptoms; also, 
that by careful planning interested physicians can 
find time for making these examinations in addi- 
tion to caring for their busy office duties. 

The Hillsdale County Health Department de- 
serves praise for the co-operation it gave in act- 
ing as custodian of the examination records and 
for their analysis during the four years the Plan 
has been in operation. This overall program is 
an excellent example of co-operation in providing 
service to the community by the two organizations 
primarily responsible for the peoples’ health. 


A CANCER MANUAL FOR HIGH SCHOOLS 


For the past two years, the Cancer Control Committee 
has had in preparation a short manual of cancer in- 
formation for high school students. This manual was con- 
sidered carefully by the Committee for scientific accuracy 
of its content in light of present knowledge about cancer, 
its causes and control. The manual was next given a 
trial in the classroom by high school teachers in Emmet, 
Genesee and Muskegon counties. Their suggestions and 
criticisms were then embodied in a second revision of 
the text. 

The final text was.submitted to the staff of the 
Michigan Department of Public Instruction whose 
approval was expressed in the following letter from Dr. 
Lee M. Thurston, Superintendent: 


Dr. F. L. Rector, Secretary 
Cancer Control Committee 
Michigan State Medical Society 
Lansing 15, Michigan 


Dear Dr. Rector: 


The constantly increasing cancer death rate clearly 
indicates the need for an educational program designed 
to acquaint high school students and adults with the 
facts pertinent to cancer control. 


“The Story of Cancer for High Schools,” prepared 
by the Cancer Control Committee of the Michigan 
State Medical Society, will prove to be a valuable 
source of information for students and teachers who 
are concerned about the problem of cancer. This 


‘» bulletin contains a wealth of factual data which are 


discussed in an interesting and understandable manner. 


The present limitation on the knowledge of cancer 
makes it essential that we become familiar with the 
research findings of the medical profession. The re- 
sults of cancer research are presented in this manual 
in language. devoid of technical terms. 

It is my hope that the students and teachers of 
Michigan ‘will. profit from the efforts of those in the 


(Continued on Page 482) 
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Water retention (excessive gain in weight — 
pitting edema) is quite common in pregnancy. 
Sodium, particularly if used excessively, 
accelerates this process. Vice versa, sodium 
restriction can prevent water retention. 


Neocurtasal, completely sodium free salt, 
palatably seasons low sodium diets. 
Neocurtasal looks, tastes, and is used 
like ordinary table salt. 


neocurtasal 


Also Neocurtasal Iodized containing 
0.01% potassium iodide. 


Sodium Free Seasoning Agents 


Both available in convenient 2 oz. shakers and 8 oz. bottles. 














New Yorx 18, N. Y. Winosor, Ont. 





Neocurtasal, trademark reg. U.S. & Canada 
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Support of the Rheumatic Fever Control Pro- 
gram of the Michigan State Medical Society has 
been one of the major contributions of the Michi- 
gan Heart Association ever since the MHA’s 
inception in 1949. The program had been in 
existence since 1945, starting as an activity of the 
Preventive Medicine Committee (later, of the 
Rheumatic Fever Control Committee) of the 
Michigan State Medical Society and financed by 
contributions from the Michigan Society for 
Crippled Children and Adults, Inc. (Easter Seals) 
and the Arthritis and Rheumatism Foundation, 
Michigan Chapter. From 1949 onward, the 
Michigan Heart Association has assumed the major 
share of support. 


The aims of the Rheumatic Fever Control Pro- 
gram of the MSMS are fundamentally educational, 
based on the premise that rheumatic fever and its 
sequelae of rheumatic heart disease are basically 
a medical problem: a problem of recognition and 
a problem in management. The two are in- 
separably connected. From the solution of the 
problems of recognition there will naturally follow 
an endeavor for proper management, not ex- 
clusively medical, but also in the more or less 
related fields of social, educational, psychological 
and rehabilitation care. The conscientious Doctor 
of Medicine; having recognized and classified a 
case, will see to the total care of the total patient. 
In areas where he or she is unable to meet the 
patient’s needs he will avail himself of the services 
of the many specialized agencies existing . in 
almost every community to satisfy those needs. 


Rheumatic Fever Diagnostic Centers 


The feature project of the MSMS Rheumatic 
Fever Control Program are its Rheumatic Fever 
Diagnostic and Consultation Centers located in 
nearly all important medical centers of the State. 
Diagnostic and consultation service to the prac- 
ticing M.D. is provided under the direction of 
a local Rheumatic Fever Committee consisting of 
interested physicians who are __ recognized 
authorities in their respective fields. This service 
is an adjuvant to private practice and not com- 
petitive with it. In addition the local committee 
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The MSMS Rheumatic Fever Program 


carries on a program of lay education—through 
presentation of the subject of rheumatic fever to 
PTA, health groups, health study clubs and the 
like, as well as education of the allied professions 
of nursing, social service and teaching, by means of 
formal lectures, conferences and study groups. 


Immediate benefit is afforded the family physi- 
cian who refers a case to the Rheumatic Fever 
Diagnostic and Consultation Center. An opinion 
is rendered by a panel of qualified examiners and 
transmitted to the family doctor who follows 
through if treatment is indicated. No treatment 
is tendered at the Rheumatic Fever Center. 


Rheumatic fever in the acute “classic” stage 
and acute carditis should be under treatment in 
the hospital, and in the less severe cases at home: 
these cases do not belong in the Rheumatic Fever 
Center at this time. What type of case may then 
be properly referred to the Rheumatic Fever Cen- 
ter? 


Types of Cases for Rheumatic Fever 
Diagnostic Center 


Suspected Rheumatic Fever.—For opinion re- 
garding the presence or absence of the rheumatic 
state. This may include individuals with atypical 
joint pains, children with “growing pains,” nose- 
bleeds, persistent unexplained fever, persistent 
complaints of fatigue, suspicion of chorea, persist- 
ent tachycardia, cardiac murmurs, unexplained ab- 
dominal pain, pallor, elevated sedimentation rate, 
etc. Atypical rheumatic fever may be more com- 
mon than the classical, hence a complete work-up 
in patients presenting these manifestations is de- 
sirable from the standpoint of early diagnosis. 
The current literature contains numerous case- 
reports indicating that rheumatic carditis was 
unrecognized at its inception only to declare itself 
when mitral stenosis was fully established. Recent 
reports of the presence—in a considerable num- 
ber of cases—of Aschoff bodies in the sub-endo- 
cardium of biopsies of auricular appendage re- 
moved at operation in patients whose rheumatic 
fever was thought to be quiescent point to the 
difficulty of recognizing low-grade forms of car- 


(Continued on Page 418) 
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zamine is 
unsurpassed 


in allergic rhinitis 

in urticaria 

in serum sickness 

in angioneurotic edema 


in hay fever 


for maximum relief 


¢ with Minimal side effects 


Pyribenzamine (brand of tripelennamine) hydrochloride 


Ciba Summit, N. J. 2/1725M 
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Therapy for Vascular 
Headache to Reverse the 
Phystologic Disturbance 


Headache, a problem encountered in all kinds of medical 
practice, may occur in association with any of a variety of dis- 
orders, some organic, other purely functional. 


Among the several types, functional headaches present the 
greatest problem because of their obscure etiology and re- 
current nature. 


Among these are: 


Migraine (both classical and variant forms) 
Tension headache 

Psychogenic headache 

Histaminic cephalgia 


Wolff and his co-workers established thatthe pain of these 
headches is due to disturbance of the tonus of cranial blood 
vessels — hence the term vascular headaches. 


The craniovascular changes associated with the several 
phases of the typical migraine attack are: 


Vasoconstriction — to which the visual prodro- 
mata are attributable. It is possible to abort the. 
attack during this phase in all but a few cases. 
(See treatment below. ) 


Vasodilatation — as the vessels lose their tone, 
a pulsations set in, resulting in the 
throbbing pain which characterizes vascular 
headache. Treatment for the attack is still effec- 
tive during this phase. (See below.) 


Vessel Edema —if the vasodilation continues 
for too long, vessel walls become edematous; 
this changes the character of the pain to a steady, 
intense aching. The attack can now no longer be 
checked, even with maximum dosage of specific 
drugs. Moreover, sustained headache often in- 
duces reflex neck muscle tension, a source of 
residual pain. 


Therapy: 1. Reduce the frequency of attacks — psycho- 


therapy and regulation of living habits to avoid fatigue and 
nervous tension. 


2. Relieve the acute attack — of the numerous 
drugs which have been tried, ergotamine and its derivative 
preparations have proved most effective. The newest product 
is oral tablets of Cafergot®, N. N. R. (ergotamine with caffe- 
ine ‘Sandoz’). When dosage is adjusted to the needs of the 
individual, Cafergot will give good relief in 85% of cases. It 
enables a greater number of patients to benefit from early ad- 
ministration since the oral route simplifies treatment as com- 
pared to parenteral therapy. 


The dosage procedure is: 


1. Take 2 tablets at first sign of the attack. 


2. If attack continues, take one additional 
tablet every ¥%2 hour until attack is 
terminated (max. 6 tabs. per attack). 
Many migraine patients delay taking medication until the 
attack is at its height. Explicit dosage instructions may be 
forgotten unless the patient comes to realize their importance. 
Therefore, to encourage adherence to correct procedure, we 
have prepared pads outlining detailed dosage instructions. 
Supplies of these INSTRUCTION SLIPS will gladly be sent 
upon request. 


GENERAL REFERENCES: DeJong, R.: Chicago M. Soc. 
Bull 54: 106, 1951. Friedman, A.: Modern Headache 
Therapy, St. Louis, C. V. Mosby Co., 1951. Wolff, H.: 
Headac Ne ind Other Head Pain, N. Y., Oxford Univ. 
Tess, ° 


oo Pp barmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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ditis. Perhaps a more complete study of those 
individuals who present only one or two of the 
so-called minor manifestations of rheumatic fever 
would lead to an earlier discovery of these insid- 
ious carditides. 


Established Rheumatic Heart Disease.—For 
opinion regarding the exact nature of the val- 
vular involvement; for determination of the pres- 
ence or absence of activity of the rheumatic proc- 
ess; for therapeutic classification; for advice on 
management: e.g., should physical activity be 
restricted, and if so how much, should the tonsils 
and adenoids be removed, may the child be per- 
mitted to go to school, what type of occupation is 
advisable, is sulfa or penicillin prophylaxis indi- 
cated, etc.; for study with regard to possible 
mitral surgery to relieve the valvular obstruction. 


Differential Diagnosis with Congenital Heart 
Disease.—For opinion regarding the significance of 
certain types of murmurs—including functional 
murmurs—which are easily confused with those of 
rheumatic heart disease, especially in the presence 
of one or more of the minor manifestations of 
rheumatic fever. 

The Rheumatic Fever Diagnostic and Consul- 
tation Center can also be very useful in “de-label- 
ing” those patients whose activities have been 
unduly restricted and whose general outlook on 
life has been unduly darkened: many of these peo- 
ple can be saved from becoming psychologic car- 
diac cripples. 

As an educational and public health undertaking 
by the medical profession, the Rheumatic Fever 
Control Program of the Michigan State Medical 
Society deserves the wholehearted co-operation 
of every practicing Doctor of Medicine. 

For further information, write to the Chairman 
of the Rheumatic Fever Control Committee 
MSMS, 606 Townsend Street, Lansing 15, Mich- 


igan. 





The future contro] of cancer rests on research, preven- 
tion through early diagnosis, and prompt, adequate 
treatment. 

* * # 


There is no easy way to solve the riddle of cancer 
control and early diagnosis; only by long, concentrated 
work and study can there be evolved the most practical 
way to attain this desired goal. 
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...A New Squibb Aid for the Profession 
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Squibb, a leader in penicillin research 
and manufacture, presents the new edi- 
tion of the Squibb Penicillin Handbook, 


“Important Principles Influencing Peni- 





a 


a ~—cillin Therapy.” 


wR ‘ 


fan 


recent clinical work and data of eminent authorities in the antibiotic 


? 


It is based on most 


field . . . new penicillin dosages . . . new recommendations for efficacy 
... oral and parenteral forms . . . combined therapy . . . drug resistance. . . 
therapeutic blood levels . . . reactions . . . continuous vs. discontinuous 


therapy . . . and many other subjects of interest to physicians. 


Your Squibb Professional Service Representative will provide you with 
“Important Principles Influencing Penicillin Therapy” or any other Squibb — 
visual and practical aids, without cost or obligation. Or you may write 
direct to E. R. Squibb & Sons, 745 Fifth Avenue, New York 22, New York. 


SQUIBB A LEADER IN PENICILLIN RESEARCH AND MANUFACTURE «ip 
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HIGHLIGHTS OF THE COUNCIL 
February 20, 1952 

Sixty-nine items were considered by the Execu- 
tive Committee of The Council at its February 20 
meeting in Detroit. Chief in importance were: 























® Monthly financial reports were presented, stud- 
ied, and approved. Bills payable were inspected 
and payment was authorized. 

















® Contributions to the Beaumont Memorial Res- 
toration Fund, to February 20, included checks 
from Otto O. Beck, M.D., Birmingham; G. B. 
Saltonstall, M.D., Charlevoix; Woman’s Auxil- 
iary to the Allegan County Medical Society, six 
members of the Clinton-County Medical So- 
ciety, William Bromme, M.D., Detroit, and Wil- 
frid Haughey, M.D., Battle Creek. These rep- 
resent contributions prior to the opening of the 
Beaumont Memorial Campaign. 

An exhibit on the Beaumont Memorial Res- 
toration Campaign (during the Michigan Clin- 
ical Institute in Detroit) to be manned by mem- 
bers of the Woman’s Auxiliary and the Michi- 
gan State Medical Assistants Society, will in- 
clude a mock-up replica of the proposed Beau- 
mont Memorial Building on Mackinac Island, 
authorized by the Executive Committee. 
















































































© A resolution to the memory of A. S. Brunk, 
M.D,. late Past-president and Treasurer of the 
Michigan State Medical Society, was approved 
for publication in THE JournaL MSMS. 























® A loyalty pledge of allegiance was given by 
members of the Executive Committee of The 
Council, as enrolees in the Civil Defense effort. 














* Appointments to the Arbitration Committee (to 
be used in matters concerned with the Uniform 
Fee Schedule for Governmental Agencies) were 
confirmed: T. H. Hunt, M.D., Chairman, 
Arch Walls, M.D., A. E. Catherwood, M.D., 
C. K. Hasley, M.D., I. S. Schembeck, M.D., 
and Mr. John W. Castellucci, Advisor, all of 
Detroit. 






































® Committee reports: (a) Public Relations Com- 
mittee, meeting of January 26, (b) Beaumont 
Memorial Restoration Committee, January 26; 
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MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 
DETROIT—September 24-25-26, 1952 


(c) Committee on Development of Model Code 
for M.D. Announcements, January 26; (d) 
Hospital Relations Committee, January 27; (e) 
Tuberculosis Control Committee, January 28; 
(f) Geriatrics Committee, January 30; (g) 
Committee on Improvement of Nursing Serv- 
ices, January 30; (h) Legislative Committee, 
January 31; (i) Venereal Disease Control, Feb- 
ruary 10; (j) Mental Hygiene Committee, Feb- 
ruary 14; (k) Ethics Committee, February 13. 






A Committee to meet with Basic Science Board 
Chairman Dr. O. E. Madison was appointed and 
confirmed: Wilfrid Haughey, M.D., Battle 
Creek; E. D. Spalding, M.D., Detroit, and J. 
Joseph Herbert, LL.B:, Manistique. 


John R. Rodger, M.D., Bellaire, was nominated 
to the Advisory Committee of the Health In- 
formation Foundation-Michigan State College 
Survey of Lenawee County’s health facilities; 
also to the Board of Michigan Health Council 
in the place left vacant by the death of A. S. 
Brunk, M.D. 


George C. Thosteson, M.D., Detroit, was nom- 
inated as Advisor to the Michigan Nutrition 
Committee, representing MSMS. 


M. R. Weed, M.D., Detroit, was appointed to 
the MSMS Ethics Committee. 


The Executive Secretaries of Michigan’s five 
county medical societies (Genesee, Muskegon, 
Saginaw, Washtenaw, Wayne), are to be in- 
vited to attend a one-day study-conference in 
the new MSMS “home” in Lansing, on April 16. 
1953 Michigan Clinical Institute: one-half day 
program (Thursday morning, March 12, 1953) 
will be devoted to cancer subjects, including the 
Sykes Lecture; discussion conferences are to be 
held from 12:00 Noon to 1:00 p.m., with no 
subscription luncheons, during the 1953 Michi- 
gan Clinical Institute. 

William Bromme, M.D., Detroit, was nominated 
for the vacancy on the Board of Trustees of 
Michigan Hospital Service to fill the unexpired 
term of the late A. S. Brunk, M.D. 


(Continued on Page 424) 
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library, University of Belgium 


from among all antibiotics, Surgeons often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because 

Aureomycin exhibits little tendency to Abscess Infected Burns 
favor the development of resistant Actinomycosis Intestinal 
strains of bacteria. Carbuncles Perforation 
Aureomycin rapidly penetrates all tissues Cellulitis Peritonitis 
of the body, particularly those of the E . 

/ : mpyema Soft Tissue 
gastrointestinal tract, and it has been F losi Relieatl 
found useful prophylactically in surgery aastmpeviada eneenens 
of the tract. Gallbladder Ulcerative Colitis 
Aureomycin has been reported to be ef- Infection Vascular Infection 
fective against susceptible organisms in— Human Bites Wound Infection 


Throughout the world, as in the United States, aureomycin is 
recognized as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100. 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION amenscaw Ganamid couranr 30 Rockefeller Plaza, New York 20, N.Y. 
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HIGHLIGHTS OF THE COUNCIL 
(Continued from Page 422) 


® Report of Delegate E. F. Sladek, M.D., Trav- 
erse City, on National Conference on Medical 
Service held in Chicago, February 3, was re- 
ceived with thanks. 

® Congratulatory letters to L. H. Bartemeier, 
M.D., Detroit, as President of the American Psy- 
chiatric Association and to J. M. Robb, M.D., 
Detroit, as President of the American Academy 
of Ophthalmology & Otolaryngology were au- 
thorized. 

® The monthly report of the Public Relations 
Counsel (H. W. Brenneman) included (a) the 
showings of the new MSMS color movie “To 
Save Your Life”; recommendation that a copy 
of this picture be presented to the Audio Visual 
Center of the University of Michigan which has 
a potential of 1700 high school showings; (b) 
15 Formula for Freedom Nights have been sched- 
uled, including presentations to 19 component 
county medical societies (from December 8 to 
April 22). 

@ J. S. DeTar, M.D., Milan, President of the 
Michigan Health Council, reported on the 
growth of the Council’s activities and plans for 
the future. 


MEDICAL EDUCATION FOUNDATION 
ANNOUNCES IMPORTANT CHANGE 
IN POLICY 


The February 2, 1952, Journal of the American 
Medical Association announces on page 375 an 
important change in the policy of the American 
Medical Education Foundation which will be of 
special interest to Wayne University Medical 


Alumni who are planning to contribute to the 
Medical Library Fund. 


The announcement, in part, states: 


“At the suggestion of many leaders in the profession 
and in the medical schools, the Directors of the 
Foundation at their December meeting voted an im- 
portant change in policy... ” 

“To eliminate possible competition with the fund 
raising campaigns of the individual schools, the 
Directors . . . voted that, effective January 1, 1952, 
the Foundation each year will give appropriate recog- 
nition in its annual report to those physicians whom the 
medical schools report to the Foundation as having 
supported medical education by making a gift directly 
to a medical school.” 


The Wayne University Medical Library Fund 
committee has worked out an agreement with the 
(Continued on Page 436) 
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YOU AND YOUR BUSINESS 





MEDICAL MEETINGS AND 
CLINIC DAYS 


A list of known medical meetings and clinic 
days, sponsored by county medical societies and 
other physicians’ groups in Michigan, follows: 


1952 
‘ 

Spring MSMS Postgraduate Extramural Courses 
State-wide 
May 1 Ingham County Medical Society’s Clinic 
BEE intiinentinmmcnimmmeneniiiin Lansing 

May 7 Third Michigan Industrial Health Day 
Flint 
May 14 Wayne University Medical Alumni Clinic 
Day and Reunion....................0000 Detroit 
June 9-13 AMA Annual Session..................+. Chicago 
June 27-28 Upper Peninsula Medical Society Annual 
Ere Iron Mountain 
June St. Clair County Medical Society Clinic 
issn enietsninnincncnninicnpennanaiil St. Clair 
July 24-25 Annual Coller-Penberthy Medical Sur- 
gical Conference.................. Traverse City 
July 24-26 Conference on Housing and Living Ar- 
rangements for Older People....Ann Arbor 
August Third Annual Clinic, Central Michigan 
Committee, ACS Michigan Committee 
on Trauma, plus Michigan National 
Guard Medical Personnel, and Michi- 
gan Society of North Central Counties 
Grayling 
Sept. 24-26 MICHIGAN STATE MEDICAL SO- 
CIETY ANNUAL SESSION........ Detroit 
Oct. 8 Clara Elizabeth Fund—Genesee County 
Medical Society—Lectures of 1952...Flint 

Oct. 9 Fourth Michigan Cancer Conference 
Kellogg Center, East Lansing 
October or American Academy of General Practice 
November of Wayne County.................ccssceees Detroit 
Autumn MSMS Postgraduate Extramural Courses 


. State-wide 


Additions to this list of meetings are invited by 
the Editor of JMSMS, in order to make this 
monthly announcement complete and accurate. 


JMSMS 
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servation, together with an unobstructed view for diagnosis or 
treatment. The inner tube is optically designed to reduce the an- 
noying glare usually found in this type of instrument. The obtur- 
ator tip is tapered and curved to facilitate the passage of the in- 
strument through the sphincter muscle and by the prostrate gland 


region. 
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SCOPE—21 mm, di- | 
ameter, 25 ¢m. length, 
with inflating 











No. 318 SET—Contains No. 308 sigmoidoscope, No. 300 procto- 
scope, No. 304 infant proctoscope, No. 342 biopsy punch, No. 280 
medium anoscope, rectal probe and hook, No. 700 battery handle, 
No. 725 cord and inflating bulb, all in attractive case $169.50 


"For Finer Equipment” 


KRandotph Surgical 
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689 COLUMBIA ST. WEST . « WOODWARD 1-4180 e DETROIT 1, MICH. 


Apri, 1952 425 
Say you saw it in the Journal of the Michigan State Medical Society 








PROPOSED LEGISLATION 


Universal Military Training —Defense Department and 
National Security Training Commission are in agreement 
with American Medical Association that pre-medical and 
medical students, after six months of Universal Military 
Training, should be deferred from service in the re- 
serves until completion of their schooling and internships. 
The two agencies presented their views before the House 
Armed Services Committee, which is holding hearings on 
bills to implement UMT. If Congress puts UMT into 
effect, it will be run by Defense Department but super- 
vised by the Civilian Commission. 


For the first year at least, deferments would not be an 
important factor, as Defense Department contemplates 
starting out with only 60,000 18-year-old volunteers. 
Eventually as many as 800,000 inductees could be trained 
annually. 

Prior to opening of the hearings, AMA urged the 
Commission to support deferment of reserve service 
through internships and in some cases residencies. Thus 
men would serve their full seven and one-half years in 
the reserves as physicians, not as students. In subsequent 
testimony before the Committee, Karl T. Compton 
(Ph.D.), a Commission member, agreed with the AMA, 
saying “. . . recall to reserve duty could well be held in 
abeyance until schooling was completed.” A Commis- 
sion spokesman explained that this meant deferment 
through internship but not necessarily residency. 

Assistant Secretary Anna Rosenberg testified that De- 
fense Department was opposed to blanket deferment of 
college students from reserve service after completion of 
basic training. She said later, however, that the Depart- 
ment believed medical students should be allowed to 
finish their education without interruption, once they have 
completed the six months of training. 


Commissions for Women.—S. 2552 by Mr. Hunt, of 
Wyoming, on January 30, 1952 and H.R. 6288 by Mr. 
Durham of North Carolina, January 29, 1952 authorize 
the appointment of qualified women as physicians and 
specialists in the medical services of the Army, Navy and 
Air Force. 


Referred to the Committee on Armed Services. 


These bills would authorize the commissioning of 
women as officers to perform medical, dental, or medi- 
cal service duties in the armed forces. This bill is simi- 
lar to H.R. 4384 of the last Congress which passed 
both the House and Senate. Since the Senate slightly 
amended the House-passed version last Congress it was 
necessary that conferees be appointed to agree on a 
compromise. The bill was sent to conferees in the 
closing days of the session and died when Congress ad- 
journed. Last Congress the Army and Air Force fa- 
vored the bill but the Navy had objections. Senator 
Hunt’s office advises that the Navy has now withdrawn 
its objections and the bill will be supported by all 
branches of the military service. 
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Federal Medicine 


Emergency Maternal and Infant Care.—H.R. 5871, 
which would provide maternity and infant care for 
wives and infants of servicemen up to the grade of 
warrant officer as well as providing hospital care for 
their dependents, was introduced the first day Congress 
convened. The bill would establish a federal-state pro- 
gram on a fifty-fifty matching basis to pay these 
costs. The bill was referred to the Committee on 
Armed Services. This bill would recreate the EMIC 
program which caused so much dissatisfaction during 
World War II. 

a 

Hospitalization for Persons Over Sixty-five-—Oscar 
Ewing’s plan for free hospitalization for persons aged 
sixty-five or over has not yet been introduced in either 
the House or Senate, but its advent is expected momen- 
tarily. You will be kept informed on this cunning 
scheme in subsequent issues of the Legislative Bulletin. 

Two-year Psychosis Presumption for All.—After 
more than a month’s study of the situation, Veterans 
Administration has made -its final ruling and _ issued 
regulations on P.L.239, this Congress. It has decided 
that all World War II veterans and men in service 
since start of Korean war developing psychosis within 
two years after separation will be considered service- 
connected for purposes of hospitalization and out- 
patient care. Because law made no mention of cause 
of psychosis, VA ruled all men, even those whose dis- 
ability was obviously not due to service, will be con- 
sidered service-connected. This means that at least 
9,000 patients awaiting VA hospitalization are service- 
connected cases and VA is faced with an acute bed 
problem. Some patients will be sent to private and 
state institutions and a few will require only out- 
patient care but VA will have to give these NP cases 
priority as its own beds empty. 


Social Security—H.R. 6078 by Mr. Ford of Michigan 
introduced January 16, 1952, proposes to amend the 
Social Security Act to permit Federal participation in 
public assistance for patients in private institutions for 
tuberculous and for patients in private institutions for 
mental diseases. Referred to the Committee on Ways and 
Means. 


Comment: At present the several states conducting 
public assistance programs (old-age, blind, totally and 
permanently disabled) partially supported by the fed- 
eral government, may not use federal funds to make 
money payments to, or for medical care in behalf of, 
recipients of such public assistance programs who are 
patients in private or public institutions. This bill 
would remove the prohibition in the case of recipients 
who are inmates of non-public institutions while retain- 
ing the prohibition for such payments to or in behalf 
of such recipients in public institutions. 


(Continued on Page 428) 
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PROPOSED LEGISLATION 
(Continued from Page 426) 


Several bills have been introduced into the Congress 
which were approved by the Committee on Legislation 
at its Los Angeles meeting: 

Senate Joint Resolution 110 on Air Pollution, by Sen- 
ator Murray. 


House of Representatives Bill 4405, by Mr. Clemente 
permitting deductions from gross income for medical 
expenses. 


House of Representatives Bill No. 5426, by Mr. Brooks, 
Armed Forces Reserve Bill. 


House of Representatives Bills 4549, by Mr. Clemente; 
4569 Mr. Dollinger; 4577 Mr. Fine; and 4579 Mr. 
Klein, all to establish hospitals for juvenile drug 
addicts. The following statement was agreed to: “That 
the AMA fully appreciates the problem that the 
juvenile addict presents; that this is a problem of a 
few of the very large metropolitan areas and that 
wherever possible it should be taken care of on a local 
basis; where this cannot be done, the present existing 
facilities should be used (Fort Worth, Texas, and 
Lexington, Kentucky); when this can no longer be 
done, then the AMA would advise expansion of the 
present facilities.” 


Senate Bill 1140 by Mr. McClellan and others to create 
a Department of Health. The Committee recon- 
sidered and restated its opposition to the bill as it 
is now written because the AMA does not approve 
the inclusion of the medical functions of the VA and 


the military organizations under a single department 


of health. 


Senate Bill No. 1875, by Mr. Humphrey, Federal Aid to 
_ Co-operative and non-profit health insurance plans, 
and Senate Bill 2171 by Mr. Hill and Mr. Aikin on 
voluntary health insurance was opposed upon the 
recommendation of the Council on Medical Services. 
The bill is incompatible with the sound philosophies 
concerning the rendition, distribution, and financing 
of medical care enunciated by the AMA. 


Social Security Amendments.—S.2705 by Messrs. 
Lehman of New York, Murray of Montana, Magnuson 
of Washington and Humphrey of Minnesota, February 
21, proposes to extend and improve the old-age and 
survivors insurance system, to provide permanent and 
total disability insurance and rehabilition benefits. Re- 
ferred to the Committee on Finance. 

Comment: Bill would (a) extend social security 
benefits to an additional eleven million persons, (b) 
increase benefits approximately 35 per cent, (c) raise 
the taxable base from $3,600 to $6,000 on which is 
predicated the contributions of employes and employers, 
(d) increase both the employe’s and the employer’s con- 
tribution to four per cent (each) by the year 1961— 
the self-employed would contribute 5.25 per cent by 
1961, (e) add a compulsory program of permanent and 
total disability benefits and a cash sickness benefit pro- 
gram (temporary disability), and (f) finance a broad 
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rehabilitation program for disabled persons covered by 
social security. 

According to testimony given on the 1953 FSA 
Appropriation Bill, approximately 75 per cent of the 
population (workers and their dependents) are now 
covered by social security. Under the terms of this 
bill, adding eleven million persons to the rolls, approxi- 
mately 83 per cent of the population would be covered, 
The main additions are farm owners and workers, 
additional household domestics, members of the armed 
forces, and certain groups of government employes, 
Self-employed physicians, lawyers, and certain other 
professional persons are not included. 

At least six identical bills have been introduced. 


Transfer of Hospitals Between the VA and Depart- 
ment of Defense —H.R.6724 by Mr. Rankin, of Missis- 
sippi, February 20, proposes to authorize the transfer of 
hospitals and related facilities between the Veterans’ 
Administration and the Department of Defense. Re- 
ferred to the Committee on Veterans’ Affairs. 


Comment: This bill was introduced at the request of 
the Department of Defense. It would permit transfer 
of hospitals and other facilities without reimbursement 
between the VA and the Army, Navy, and Air Force. 
VA officials advise that under existing law VA can 
acquire hospital facilities from the Department of 
Defense without transfer of funds. However, Defense 
may not acquire from VA without transfer of funds. 


Defense Community Facilities and Services.—The 
President, February 14, requested supplemental ap- 
propriations for several government agencies. The 
requests included $25,750,000 for the Federal Security 
Agency to carry out the recently authorized program 
of federal assistance to critical defense areas for 
hospitals, health centers, water purification plants, 
sewage treatment plants, refuse disposal facilities and 
recreational facilities. Further, $535,000 was requested 
for administrative expenses of the Federal Security 
Agency in connection with these responsibilities. The 
President also requested $18,750,000 additional for the 
Housing and Home Finance Agency, which agency 
shares with the FSA responsibility for carrying out these 
programs. It will be recalled that last year Congress 
authorized $60,000,000 for community facilities and 
services but only appropriated $15.5 million to initiate 
the program. The legislation runs until June 30, 1953, 
and the new amounts requested would be available for 
expenditure until that date. The total of earlier 
appropriated funds plus these funds requested, equals 
the $60,000,000 authorized by Congress. 


Indians.—S.2780 by Mr. Thye, of Minnesota, March 
4, is a bill to transfer administration of health services 
for Indians and operation of Indian hospitals to the 
U. S. Public Health Service. Referred to the Com- 
mittee on Interior and Insular Affairs. 


Comment: Introduced at the request of Association 
of State and Territorial Health Officers. In addition 


(Continued on Page 430) 
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PROPOSED LEGISLATION 
(Continued from Page 428) 


the bill is supported by American Public Health Associa- 
tion, Governors Interstate Conference on Indian Affairs 
and the Inter-Tribal Council of the Sioux Nations. 
Senator Thye pointed out that none of the sixty-two 
hospitals now operated by the Bureau of Indian Affairs 
is recognized by the AMA for the training of interns 
or otherwise as teaching hospitals. He indicated that 


Representative Judd would introduce a companion bill 
in the House. 






MAGNUSON COMMISSION HEARS 
REPORTS ON FEDERAL HEALTH PROGRAMS 


The Presidential Commission on the Health Needs 
of the Nation, under chairmanship of Dr. Paul 
Magnuson, met for two days in Washington and re- 
ceived reports on health programs conducted by the 
federal government. Appearing before the Commission 
were Fred A. McNamara, chief of the Hospital Branch, 
Bureau of the Budget; and Dr. Leonard Scheele, the 
Surgeon General and head of U. S. Public Health 
Service; and Dr. Howard Rusk, Chairman of the com- 
mittee which serves in an advisory capacity to Selective 
Service, Defense Department and Office of Defense 
Mobilization. A spokesman said the three officials were 


able to give the Commission “a pretty broad picture” 
of the present activities of the government in medical 
and health fields. 






BRIEFS 


Under a new directive, the Department of Labor’s 
Bureau of Employes’ Compensation is added to the list 
of government agencies which may, under certain condi- 
tions, obtain partial transcripts of pertinent information 
from medical records of military personnel. Other agen- 
cies and departments exercising the same authority are 
Army, Navy, Air Force, Treasury Department, Depart- 
ment of Commerce, Federal Security Agency, Veterans 
Administration, Selective Service and Post Office De- 
partment. Details of the amended regulations appear in 
Federal Register, Vol. 17, No. 7, January 10, 1952. 


Senator Murray’s survey of state governors, started 
last summer to determine the supply and distribution of 
physicians, probably will be dropped. According to a 
spokesman for the Labor and Public Welfare Commit- 
tee, “answers were not such as to lead to anything.” 


Veterans Administration medical research conference 
at Chamblee, Georgia, in January reviewed all major 
research projects conducted at VA hospitals. . . . Sta- 
tistical summary for end of November shows about 1,500 
veterans with military service since start of Korean War 
are hospitalized; in all, 32,000 service-connected cases 
and 64,000 non-service-connected cases (including NP, 
TB and other chronically ill) are in VA hospitals. 


National Research Council received 2,800 applications 
for the 400 graduate fellowships offered by National 
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Science Foundation—the largest number ever received, 
NRC says it will be weeks before the applications are 
sorted according to field—medical, physical, mathemati. 
cal, biological and engineering research. Then grants will 
be distributed in proportion to the number of applica. 
tions in each. 


President Truman advocates “far greater” quantities 
of medical supplies in reserve for civil defense and has 
promised state civil defense directors he will seek more 
funds from Congress for such purpose. Directors dis. 
cussed plans for recruiting 17.5 million civil defense vol- 
unteers at three-day meeting. 


A survey of the first year’s operations of the new U.S. 
program for aid to totally and permanently disabled 
needy adults shows $27.5 million distributed to 28 states, 
the District of Columbia, Hawaii, Puerto Rico and the 
Virgin Islands. The program was designed to extend fed- 
eral assistance to permanently and totally disabled per- 
sons between the ages of eighteen and sixty-five. Under 
eighteen they would be eligible for aid as children, over 
sixty-five as old-age assistance cases. The formula pro- 
vides for federal payment of three-fourths of the first $20 
monthly, and one-half the balance up to a maximum of 
$50. Social Security Administration said the new pro- 
gram was “an important factor in reducing the cost of 
state and locally financed general assistance programs.” 
Emphasis on medical check-ups in the new program, the 
agency added, “has resulted in many persons learning 
for the first time that treatment which would remedy or 
alleviate their condition was available. Some eventual 
savings in federal and state funds may result from the 
rehabilitation of these people.” 





EWING DIFFERENTIATES 

The University of Illinois College of Medicine faculty 
met in January and invited Federal Security Adminis- 
trator Oscar Ewing to address the meeting. 


Mr. Ewing emphasized the difference between the 
proposals for national compulsory health insurance and 
socialized medicine. “I don’t know anyone who is in 
favor of socialized medicine—neither the President, I, 
nor anyone else,” he declared. He defined socialized 
medicine as a system under which the medical pro- 
fession works for the government, hospitals are owned 
by the government, and the entire system is paid for 
out of the general tax fund. “This is not the kind of 
medicine that would fit the American way of doing 
business, and it is entirely different in concept and 
practice from what the President has proposed,” Mr. 
Ewing stated. 

“The nation does have a serious problem involving 
the cost of medical care,” Mr. Ewing asserted. “Three 
out of five American families have an annual income 
of less than $3,500 and cannot pay the costs of the 
medical care they require,” he said. “Four out of five 
families have less than $5,000 income and cannot meet 
the costs of so-called catastrophic illness,” he added 
. . . “This is no reflection on the medical profession,” 
the speaker said. “The problem is to bring doctors and 
patients together. It is the dollar bill which prevents 
families from getting needed care.” It is also the 
dollar bill which prevents medical schools from pro- 
ducing a sufficient number of doctors and causes doctors 
to settle in larger cities rather than in low income 
communities, he added, and it is the dollar bill which 
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In the interest of maintaining good 
nutrition in the patient, many functional 
derangements of the gastrointestinal tract 
make the use of a well rounded dietary sup- 
plement, such as Ovaltine in milk, highly 
advantageous. Among such functional de- 
rangements more commonly encountered 
are mausea, anorexia, gastritis, diarrhea, 
dysentery, enteritis, and colitis. 

In these conditions, Ovaltine in milk is 
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blandness and its high nutrient content. It 
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mechanical irritation or excessive digestive 
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customarily eaten foods are contraindicated 
and a nutritious bland diet is required. 

The wealth of nutrients supplied by three 
glassfuls of Ovaltine in milk is outlined in 
the table below. 
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EWING DIFFERENTIATES 
(Continued from Page 430) 


causes people to stint in medical care they need— 
or to go broke paying for it. 

Explaining the proposed national compulsory health 
insurance system, Mr. Ewing said it was simply an 
arrangement to change the method of payment for 
medical and hospital services; it would not in any way 
affect the services themselves, he insisted. He explained 
that insurance costs would be paid out of a health fund 
to be collected by a 3 per cent payroll tax, 1.5 per cent 
to be paid by employes and 1.5 per cent by employers, 
and that doctors would receive payment for services 
rendered on either a fee for service, capitation, or 
salary basis—according to their own choice. The pro- 
gram would be administered locally rather than by a 
federal agency, Mr. Ewing said. The federal govern- 
ment would pass the law, establish standards, collect 
the health insurance fund and distribute it to stages 
for local disbursements, he said .. . 

Asked to explain the “health crisis” which he said 
made a national health insurance plan necessary, Mr. 
Ewing acknowledged there was no crisis in the sense 
that a sudden, overwhelming emergency existed. He 
insisted, however, that the economic circumstance which 
left many American families unable to pay for the 
medical services they required was sufficient reason for 
the introduction of the President’s program. Voluntary 
health insurance plans were paying only 12 per cent 
of the nation’s health bill, Mr. Ewing said, and were 
thus an inadequate solution to the problem.—Modern 
Hospital, February, 1952. 


MEDICAL BUDGET PROPOSAL 


President Truman’s budget message, given to Con- 
gress with his budget, again urges passage of legislation 
for federal aid to medical education and to local public 
health departments. The President also asked for ex- 
tension of Social Security benefits to the armed forces, 
to public employes and to farmers and irregularly-waged 
farm and household help. While making no mention 
of National Compulsory Health Insurance, Mr. Truman 
did cite his new Commission on the Health Needs of 
the Nation, to which he has referred health problems. 


Appropriation Requests of Interest to Medical 
Profession 
(Budget requests shown below are subject to increase 
or decrease by committees or on floor of House and 
Senate. They will provide funds for the period July 


1952 through June 1953, identified as “fiscal 1953.” 
Figures shown below are in millions.) 
Provided President’s 
by Congress Requests 


For Fiscal 1952 For Fiscal 1953 


Civil Defense, medical stockpiling™................ $ 50.0 $193.0 
National Science Foundation....................c0.::0000+ 5.0 15.0 
TE I ee ee 334.5 292.4 
Hill-Burton Hospital Construction.................... 82.5 75.0 
National Institutes of Health................00.0.0.... 16.8 15.5 
I a 20.6 16.7 

I Se ee ee es 13.0 9.7 
Cieiictrem’s BUrOR, STAI .0.00ccccesiscccccrccesssscessees 31.5 30.0 


*Civil Defense appropriations carry no new money for state- 
matching grants for medical stockpiling. The 1952 grants, accord- 
ing to the budget, are sufficient to assist all critical target areas 
to provide first-aid supplies and equipment for the first four hours 
after an attack. The $193 million listed above is for wholly fed- 
eral procurement of medical supplies, based on CDA estimates 
ae ,700,000 casualties could be cared for with this amount of 
supplies. 
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No request was made at this time for funds for schoo] 
and hospital construction in crowded defense areas, but 
$15 million may be asked later. Enough money was 
asked for Veterans Administration hospital construction 
to pay for construction already approved by Congress, 
Military Departments’ budgets are not complete; Con- 
gress will be asked to consider them in supplemental ap- 
propriations bills. Health, welfare and education requests 
from all departments and agencies for fiscal 1953 are 
placed at $2,662 million, as against $2,680 million ac- 
tually appropriated for fiscal 1952. 


EWING DEFENDS COMPULSORY 
HEALTH INSURANCE 


According to Federal Security Administrator Oscar 
Ewing, “No group in this country have a greater need 
for national health insurance than the Negroes.” Mr. 
Ewing made the statement before a meeting of the Man- 
hattan Central Medical Society, a New York City Negro 
medical association. It was the most spirited defense of 
the Truman-Ewing compulsory health insurance plan 
that the Administrator has delivered in many months. 
Mr. Ewing started his argument for the plan by stating 
that, “The plain truth is that the average Negro has 
less than a fair chance for health because he is not a 
lucrative patient.” He added: “We are not going to 
change the mind of the individual physician and persuade 
him to set aside his financial concerns in order to go 
out and help the sick who need him most .. . and I 
do not think it would be right.” Then Mr. Ewing de- 
nounced AMA for its opposition to compulsory health in- 
surance, and explained how the plan would be expected 
to work. 


On Sunday, January 27, 1952, Mr. Ewing visited De- 
troit and spoke to a group there. He told of the Ad- 
ministration’s compulsory health insurance plan as the 
only practical method of giving the people the health 
security they demand. He also advocated the plan for 
hospitalization and care for the sixty-five-year-olds who 
are beneficiaries of social security. He said they could 
just as well as not be given this care, and the cost would 
not exceed $360 million per year. This is a step up. 
Not long ago he said there would be no extra cost, be- 
cause there was money enough in the Social Security 
fund. Mr. Ewing also said his department had been 
criticized by the doctors who were not willing to co- 
operate with his plan, as spending a lot of money on 
propaganda. He admitted that considerable money has 
been spent but far less than the millions the AMA has 
spent through its $25.00 assessment on its members. 
Incidentally, the AMA raised about $3,000,000, and 
gave $500,000 to the Medical Colleges. But Mr. Ew- 
ing’s departments have from 30,000 to 40,000 propa- 
gandists in their employ and spend over $75,000,000 of 
our money each year on socialized medicine, other so- 
cializing programs, schools, agriculture, et cetera. 

Said Mr. Ewing: “We in the administration feel that 
this plan will stir up much less opposition than any of 
the other health proposals now under consideration. In 
fact, we anticipate its quick adoption.” 


(Continued on Page 434) 
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TYPICAL PATCH TEST 


—_ 
Over 400 infants and children from 
2 weeks to 6 years of age acted as test 
subjects to check the incidence of 
_—__ sensitivity to orange juice. After 
2 to 12 months’ observation,* 
“no disturbance of bowel function 
(diarrhea or constipation) that could 
be attributed to the orange juice” 
was found. Also, the occurrence of 
regurgitation and rashes was 
“minimal’’. In the rare instances of 
sensitivity, care exercised by gentle 
reaming of juice (or the use of 
frozen concentrate) to avoid 
contamination with peel oil usually 
obviates the difficulty. 


*J. Pediat. 39:325, 1951 
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EWING DEFENDS COMPULSORY 
HEALTH INSURANCE 


(Continued from Page 432) 


Speaking at University of North Carolina, FSA Admin- 
istrator Oscar Ewing made these observations: “.... we 
could add this benefit (hospitalization-at-65) to social 
security by next year, and do it without any increase in 
the present wage deductions (and) . . . the plain. truth 
is they (voluntary health plans) do not go far enough— 
and they very probably can never go far enough.” Na- 
tional compulsory health insurance, Mr. Ewing said, was 
arrived at as a solution “with inexplorable logic,” but “if 
anyone can come forward with a better way .. . we will 

. be happy to welcome him and his ideas.” 


FREE HOSPITALIZATION URGED 


Federal Security Administrator Oscar R. Ewing said 
Saturday he hopes to send to Congress soon his plan for 
free hospitalization for 7,000,000 persons. 

The program would cost $230,000,000 annually. Bene- 
ficiaries would be those participants in social security who 
are aged 65 or over, their widows or widowers, and de- 
pendents of deceased participants. 

Since Ewing first proposed the plan, which would be 
financed by social security funds, he has made one major 
change. He would provide for administration in some 
cases through non-profit voluntary health insurance pro- 
grams such as the Blue Cross. 

Those eligible for the free hospitalization would be 
entitled to 60 days’ hospital care a year. But the care 
would not be available to those with chronic afflictions 
nor to the mental and tubercular cases. 

“IT can’t help believing that this is a plan which will 
be accepted by everyone when they understand it,” Ewing 
said in an interview. 


Says Funds Available 


“Actually the money is there and it gives hospitaliza- 
tion insurance to a group of our society which has less 
money to pay for it than any other group.” 

Here is how the plan would be administered: 


1. By the states through their health departments. 

2. If not through the health departments, by the states 
through the voluntary health insurance groups. 

3. If not by the states, by the federal security agency 
through the voluntary groups. 

4. All other methods being unavailable, by the fed- 


eral security agency itself by dealing directly with the 
hospitals. 


Ewing said he prefers to have the administration com- 
pletely decentralized and handled entirely by the states. 

He figured the average daily cost per patient would be 
$15 and that is what the total annual cost is based upon. 

Persons receiving the benefits would be allowed semi- 
private accommodations—two to a room. If they wanted 
better accommodations, they could pay the difference 
from their own pockets as is the case in the usual group 
hospitalization plan. 

Services included would be those usually provided by a 
hospital to bed patients, such as drugs and appliances. 
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Physicians would decide who should be hospitalized 
and would make the necessary arrangements. The goy. 
ernment would pay the bill—The Enquirer and News, 
Battle Creek, January 20, 1952. 


CNH ATTACKS AMA 

As in the past, so now, the Committee for the 
Nation’s Health, Inc., is promoting the Truman-Falk. 
Becker line. CNH is now publishing a 4-page monthly 
bulletin. At the top is a quotation from Truman’s 
Budget Message: . . . “we need to fill important gaps 
in our social security system by providing protection on 
a prepaid basis against the costs of medical care.” This 
is another way of saying “we need compulsory Social 
Security medicine.” 

The CNH release is devoted primarily to jibes at 
the AMA. However, this should be recognized: The 
medical profession has not initiated any subversive 
activities; it has not attempted to overthrow our form 
of Government either by violence or stealth; it has not 
attempted to set up a Socialist Government. The 
medical profession acted only after it was attacked. 
Seeking to defend itself and those who are ill, it has 
spent its own money, instead of squandering tax funds 
as Ewing, Altmeyer, Cohen, and Falk have done. 

In this connection we may note the rising cost of 
the Welfare State and of its publicity programs. Since 
Ewing took over the Federal Security Agency its budget 
has been trebled: 


1946 $ 743 million 1950 $1,511 million 


1947 928, 1951 1,750 ,, 
1948 1,028 , 1952 i619 ,. 
1949 1370 ,, 1953 2,179, 


Ewing still has over $1 million a year for his personal 
entourage of some 235. persons. He still spends about 
$100,000 a year on publicity. His speeches and those 
of his top brass pour out of FSA by the ton. 

It is impossible to measure indirect publicity ex- 
penditures in the FSA—time spent on speeches, travel, 
regional office activities, et ceteraa—MARGARET SHEARON, 
Challenge to Socialism, February 28, 1952. 

* * * 

Paul Hawley, M.D., in a speech at the American 
College of Surgeons thirty-sixth clinical congress at 
Boston, October, 1951, said: “I cannot share the 
optimism of some of the leaders in organized medicine 
that the peak of this danger (compulsory health 
insurance) has been passed. This is a battle that 
medicine can never win . . . it can only lose.” 


SOCIALIZED MEDICINE OPPOSED 
BY 91 PER CENT VOTE IN IOWA 
CONGRESSIONAL DISTRICT 

Basing his findings on a mail public opinion sampling, 
Rep. Thomas E. Martin (R., Iowa) reports that over 
91 per cent of the residents of his district are opposed 
to socialized medicine. Questionnaires were sent to 
39,800 persons, 3,870 of whom had replied at the time 
Mr. Martin inserted the results in the Congressional 
Record. That rate of return, according to Mr. Martin, 
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DRYCO 


A dehydrated milk-food 
LOW in fat and carbohydrates 
HIGH in protein and minerals 












Confirmation of the need of prematures for the easily- 
digested Dryco formula is found in the study by Gordon.* For more 
than three decades, this low-fat, high-protein milk food has meant 
minimum digestive derangement from fat... plus the valuable 
tissue-building benefits of protein. For the premature, these are important ce) 
food considerations. Dryco’s easy digestibility, due to its soft 
flocculent curd of small particle size, further enhances its choice for 
premature feeding. Dryco is a spray-dried half whole, half skim-milk mixture, 
vitamin fortified with vitamins A and D. Only supplementary vitamin C need 
be added. Dryco is readily reconstituted in cold or warm water and 
permits a wide range of formula flexibility to meet the varying 
nutritional requirements of the premature. 




















Additional data and samples will be mailed on request. 





*Gordon, Harry H.: Feeding of Premature Infants, American Journal of 
Diseases of Children 73 :715 (sune) 1947. 


DRYCO 


Prescription Products Division 


The BORDEN Company + 350 Madison Avenue - New York 17, N.Y. 





® Each tablespoonful supplies 311% calories. 
Frequently used for supplemental feedings. 
Available at pharmacies in 1 and 2% lb. cans. 













Aprit, 1952 
Say you saw it in the Journal of the Michigan State Medical Society 





SOCIALIZED MEDICINE OPPOSED 
(Continued from Page 434) 


is approximately equal to Gallup’s estimate of total 
expected returns from such a mailing. This particular 
question, one of twenty, reads: “Do you favor socialized 
medicine?” Of the 3,669 who replied, 3,365 (91.7 
per cent) said no, 304 (8.3 per cent) said yes. Every 
occupational group included in the survey was over- 
whelmingly opposed to socialized medicine. Opposition 
to the idea was voiced by 96.6 per cent of the business- 
men, 86 per cent of the laborers, 93 per cent of the 
white collar workers, 91 per cent of the professionals, 
94.8 per cent of the farmers and 90.2 per cent of the 
remainder. Another question asked those replying to 
indicate the most important issues facing the country. 
Government spending was singled out as the most im- 
portant issue, with “the threat of socialism in this 
country” as No. 2 issue. Mr. Martin’s district, the 
first, is mostly rural, but contains several cities, including 
Burlington, Keokuk and Muscatine. 


NEW BILL IMPOSES CHARGES 
FOR HEALTH SERVICE 

A new bill imposing charges for national health 
service in Great Britain has been introduced by the 
Conservative government. The proposed charges include 
a basic fee for prescriptions, a maximum fee for dental 
treatment, and a maximum daily fee for private rooms 
in hospitals. It also stipulates that persons receiving 
certain services should pay for half their cost. The 
items apply to wigs, hearing aids, surgical boots and 
shoes, surgical corsets and elastic hosiery. Charges for 
the use of day nurseries would be left to the discretion 
of local authorities. An unusual feature of the proposed 
bill is its authorization of fines of £100 ($280) or im- 
prisonment for three months, or both, for attempting to 
obtain free benefits under false pretenses. The penalty 
provisions are a new feature in connection with National 
Health Service in Great Britain. Bill passed. 


HEALTH INSURANCE 

The Insurance Economics Society of America com- 
mented on a press release from Commissioner Altmeyer 
of the Federal Security Agency’s Social Security Ad- 
ministration in which he said that, in the aggregate, 
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“private insurance against sickness met about 10 per 
cent of the costs of sickness in 1950.” 


While the press release did not say so, as the memo 
pointed out, the figures seem clearly to suggest that 
the voluntary health insurance movement is of trivia] 
worth in aiding the public to meet the costs of jj] 
health. 


The percentages compare health insurance benefits 
with the total cost of sickness rather than with the 
fraction of such costs which can and should be met by 
insurance. 


In spite of the above statement of FSA Altmeyer, 
the Council News of the National Research Council for 
March reports: 


Voluntary insurance has met almost one-third of the 
cost of the nation’s hospital bill and one-eighth of the 
estimated cost of physicians’ care. These percentages 
for 1950 represent a gain of almost 8 per cent and 5.5 
per cent, respectively, as compared with 1948 figures. 
In its report, “Voluntary Insurance against Sickness: 
1950 Estimates,” the Social Security Administration re- 
veals that the amount of the nation’s hospital bill paid 
through private resources came to approximately $2 
billion. About $680 million of this total bill were paid 
from insurance funds. -Blue Cross Plan payments 
accounted for $378 million; commercial insurance com- 
pany payments came to about $254 million. The 
nation’s medical care expenditures were estimated to be 
somewhat over $2% billion, of which voluntary insur- 
ance funds paid about $312 million. 





MEDICAL EDUCATION FOUNDATION 
ANNOUNCES IMPORTANT CHANGE 
IN POLICY 


(Continued from Page 424) 


Wayne University College of Medicine to report 
to the American Medical Association all gifts 
made to the Library Fund by alumni and other 
doctors. In this way, contributors will receive 
appropriate recognition from the American 
Medical Education Foundation for their gifts 
under the new policy. 











The Mary Pogue School 


Complete facilities for training Retarded and 
Epileptic children educationally and _ socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. ae 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 
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FOR THE PEPTIC ULCER PATIENT 
“DOUBLE-GEL ACTION” AMPHOJEL 








relieves pain promptly stops gastric corrosion 








promotes rapid healing provides a soothing protec- 
tive coating over the ulcer 





no kidney damage imposes no added burden 
on kidney function 





never causes alkalosis buffers gastric contents 
moderately; permits normal 
neutralization of alkaline 
secretions of upper intestine 





no acid rebound even in excessive doses. 

Does not cause unphysio- 
logic alkalinity and conse- 
quentacidsecretoryresponse 








pleasant to take smooth, creamy, pleasing 
taste and texture 

















_ Suppuiep: Liquid, bottles of 12 fl. oz. Also 
i available: Tablets of 5 grains and 10 grains 








After 15 years of clinical use, still a leading pre- 
scription product for peptic ulcer— 
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Wyeth Incorporated, Philadelphia 2, Pa. 
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ARMY TEAM ON EPIDEMIC HEMORRHAGIC 
FEVER LEAVES SOON FOR KOREA 


In anticipation of a resurgence this spring of epidemic 
hemorrhagic fever among U. S. troops in Korea, an 
Army team headed by Dr. Joseph Smadel leaves in 
March for the Far East. Maj. Gen. George E. Arm- 
strong, Army Surgeon General, who made the announce- 
ment, said the service anticipates a return of the 
disease beginning in April. He listed hemorrhagic 
fever, frostbite, Japanese B encephalitis and acute 
hepatitis as the major problems of the medical services 
in Korea. 

Dr. Smadel is chief of the department of virus and 
rickettsial diseases of the Army Medical Service Gradu- 
ate School, Walter Reed Army Medical Center. Dr. 
Smadel was in charge of a team that visited Malaya, 
Burma and Layte in 1947 and found chloramphenicol 
was effective against scrub typhus. 

Gen. Armstrong, who returned recently from a tour 
of Korea, reported the death rate from hemorrhagic 
fever among U.N. troops last year was 6.5 per cent of 
some 1,000 cases. Most of the deaths were attributed 
to massive hemorrhages of the kidneys. 

On the other hand, Gen. Armstrong said the situation 
regarding cold injuries, principally from frostbite, was 
“most encouraging.” So far this winter there have 
been 700 frostbite cases among U. S. personnel com- 
pared with 4,400 cases last winter and reports indicate 
only a small number now are due to negligence, he 
said. Because of administration of the drug primaquine 
to returning military personnel, Gen. Armstrong antici- 
pates a low incidence of vivax malaria cases this year 


in the U. S. 


DEFENSE DEPARTMENT CONSIDERS 
INVOKING DOCTOR DRAFT LAW 


Because the pool of Priority I reserves is about ex- 
hausted, Defense Department is preparing to call on 
Selective Service to start inducting physicians under the 
doctor-dentist draft law (P.L.779, Eighty First Con- 
gress), possibly as early as April. 

Explaining the situation, one Defense Department 
official said that only a large influx of Priority I men 
into the reserves in the next few weeks would postpone 
use of the draft. 

To date less than half a dozen physicians actually 
have been drafted. If the draft is resorted to now, it 
will be aimed at a group of about 1,000 Priority I 
physicians who are physically fit, are not in essential 
civilian service but who have neither joined the reserves 
nor indicated they intend to. Of the others in Priority 
I, about 1,500 have been deferred because of the 
essential nature of their civilian practice or status, and 
2;000 have been found physically unfit for military 
service. The remainder are in the reserves, and either 
on active duty or awaiting orders. 
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Defense Department already has put in its first call 
with Selective Service for induction of dentists. It 
has asked for 335 during April, with 200 to be 
assigned to the Navy, 85 to the Army and 50 to the 
Air Force. As with M.D.s, if enough Priority I dentists 
join the reserves, the draft will not be used. 


ONLY FOUR “CRITICAL TARGET” 
STATES NOT ACTIVE IN CD 
MEDICAL STOCKPILING 


Federal Civil Defense Administration’s medical 
supply stockpiling program now is moving ahead after 
a year of delays, mostly due to reluctance of some 
states to appropriate matching money. As late as 
December 1, CDA reported that 15 states containing 
critical target areas had not yet entered the program. 
Within the last two months, however, all but four of 
these either submitted acceptable plans to Washington 
or are busy working out plans. The funds, matched 
by states, will be spent for emergency medical supplies, 
to be stockpiled locally for use immediately after an 
attack. 


CDA disclosed that the situation was changing for 
the good in announcing allocation of more than $8 
million to 14 states for local medical stockpiles, in- 
cluding such items as burn dressings, litters, blood 
plasma, antibiotics and surgical instruments. 


States participating in the program, February 19, 
1952, with total budgets for each, are: 


California ........ $3,984,638 Michigan _...... $ 793,707 
Colorado _........ 39,632 New Jersey .... 552,360 
Connecticut .... 303,903 New York ...... 9,486,896 
Delaware ........ 50,275 Oregon ............ 15,504 
re 97,549 Rhode Island .. 3,766 
Maryland ...... 398,231 Tennessee _...... 197,430 
Massachusetts... 298,674 Washington .... 498,666 


Although states are paying half the costs, most of 
the funds will be expended through CDA, to take ad- 
vantage of bulk purchasing while at the same time not 
exceeding the capacity of manufacturers. Federal 
Civil Defense Administration also has about $33 million 
available for setting up and maintaining regional ware- 
houses for medical supplies. These stocks, paid for 
entirely by U. S., will be held in reserve, to be rushed 
into an attacked area to supplement local supplies after 
the first few hours. 


ARMY MEDICAL SERVICE REPORTS 
500 CERTIFIED SPECIALISTS ON DUTY 


Five hundred officers now on active duty with the 
Army Medical Service have been certified as professional 
specialists, Major General George E. Armstrong, Army 
Surgeon General, announced. This number includes 
466 physicians qualified in nineteen medical specialties 


(Continued on Page 440) 
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BEFORE TREATMENT: 
Periarticular swelling and hydrarthrosis 


Corfone’ 


Can be used Safely in the Prolonged 
Control of Rheumatoid Arthritis 


AFTER TREATMENT: 


visibly decreased effusion and swelling 


Rehabilitation Achieved Through Conservative Dosage 


Diminution of pain, increased mobility, and 


Management in Everyday Practice 


The use of simple laboratory tests (sedi- 
mentation rates, urinalyses, blood counts, 
blood pressure, and frequent weight re- 
cordings), individualized adjustment of 
dosage, and careful clinical observation 
will permit most patients to benefit mate- 
rially . .. without fear of undesired effects. 


Effective Antirheumatic Response 


Effective antirheumatic response was 
achieved in all 100 patients in a long-term 
study at the Mayo Clinic. More than 50 of 
these arthritics were maintained on 50 mg. 
or less daily. In no case was it necessary to 
withdraw the hormone. 

Ward, L. E., Slocumb, C. H., Polley, H. F., Lowman, 


E. W., and Hench, P. S.: Proc. Staff Mtgs., Mayo 
Clinic 26: 361, September 26, 1951. 


Literature on Request 


Cortone’ 


ACETATE 
(CORTISONE Acetate Merck) 





MERCK & CO., Inc. 
Mahctustnn Chemist 
RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited—Montreal 
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CATASTROPHIC HOSPITAL BILLS 


Every eighty minutes on the average, each working 
day of the week, your Blue Cross Plan during 1951 
paid a hospital bill for one of its members that 
amounted to $1,000 or more. A great many of the 
bills ran as high as $3,000. A substantial number 
amounted to $4,000. 

Blue Cross has paid bigger bills, much bigger bills, 
than the ones above. However, we are not concerned 
here with the unusual peaks but with the big bills 
that happen every little while. Blue Cross now covers 
40 per cent of the people of Michigan. If the Blue 
Cross experience holds for all of the people—and we 
have no reason for thinking otherwise—the hospital bill 
above $1,000 must happen on the average every 32 
minutes of the day, each working day of the week, in 
Michigan alone. 


In addition, however, each of you who is a member 
of Blue Cross-Blue Shield can enjoy this deep satis- 
faction, that your participation has helped bring in- 
creasing opportunity for healthy living as well as 
security to millions in this state. 


Since the day it opened for business, 13 years ago, 
your Blue Cross Plan has paid for 1,800,000 hospital 
admissions, amounting to 13,699,258 days of hospital 
care. 

Your Blue Shield Plan paid for 1,849,045 surgical 
and medical services for its members during the period 
between February, 1940, and December, 1951. 






HOSPITAL FEES PUSH UP 
MEDICAL CARE COSTS 


Bureau of Labor Statistics in Labor Department re- 
ports a 3 per cent increase in the national average 
cost of medical care and drugs for the fourth quarter 
of 1951, in contrast to a 1 per cent rise during the third 
quarter. Of the various items and services surveyed 
by the government, hospital rates showed an increase 
of 6.8 per cent. Close behind were premiums for group 
hospitalization (Blue Cross) programs, up 5.8 per cent. 


Blue Cross — Blue Shield Notes 









BLS gave these figures on other fees: physicians 
generally, up 2.3 per cent; general practitioners, up 
2.5 per cent; surgeons and specialists, up 1 per cent; 
dentists, up 1.2 per cent; prescription drugs, down 
0.1 per cent. 





ARMY MEDICAL SERVICE REPORTS 
500 CERTIFIED SPECIALISTS ON DUTY 


(Continued from Page 438) 


and subspecialties, twenty-three board-certified dentists, 
seven specialists in psychology and four in nutrition. 

General Armstrong pointed out that the current situ- 
ation contrasts sharply with that in 1945 when there 
were only 75 medical board specialists on duty with 
the Army. He attributed the increase to inauguration 
of the Army Medical Service’s Graduate Professional 
Training Program in 1947 and to the recall of Reserve 
medical officers to active duty since the outbreak of 
the Korean conflict. : 


Of the total number of medical specialists, 311 are 
Regular Army Medical Corps officers, 148 are Reserve 
or National Guard physicians on extended active duty 
and seven are retired Regular Army officers remaining 
on active duty. When the Army began its residency 


training program five years ago there were only 99 
Regular Army and 44 non-Regular physicians with 
board certification on active duty. 


CLINICAL LABORATORY CHEST 
FOR IMPROVISED HOSPITALS 


Federal Civil Defense Administration has developed 
a clinical laboratory chest for improvised hospitals; it 
weighs about 75 pounds when fully equipped with 
necessary supplies for blood and urine tests and other 
examinations that may be necessary immediately after 
an attack. Chests, costing about $125 complete, will 
be included in CDA medical stockpiles when funds 
permit. 
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*MANAGEMENT 
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26 Account Executives 
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Cancer of the Head and 
Neck 


Surgical Excision and Reconstructive 
Surgery 


By Herbert Conway, M.D. 
New York, New York 


ieee TREATMENT of a tumor by surgical 
excision implies the removal of the lesion 
together with a varying amount of adjacent 
normal tissue. The latter may be negligible in 
amount in the handling of benign tumors. In 
malignancy, the situation commonly demands the 
sacrifice of important regional structures. Malig- 
nant tumors fall into the scope of surgical ex- 
cision only if their location allows for the 
preservation or reconstruction of essential physio- 
logic mechanisms. In recent years, a greater 
number of cancers of the pancreas, of the cardia 
of the stomach and of the esophagus have become 
surgically accessible because of significant ad- 
vances in the techniques of reconstruction of 
those physiologic systems, the essential parts of 
which are sacrificed at the time of radical surgery. 


In the management of tumors of the head and 
neck, surgery was decried for years because of 
the fact that the inevitable result was a crippling 
deformity of the face. It is my objective to 
demonstrate that advances in _ reconstructive 
surgery of the head and neck have widened the 
scope of surgery in the treatment of tumors in 


this region. Case reports will be given which 





From the Department of Surgery (Plastic) of The 
New York Hospital and Cornell University Medical 
College. ; 

Read before the Detroit Academy of Surgery, Detroit, 
Michigan, January 10, 1952. 
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argue that a waiting period of one to five years, 
in order to demonstrate that a given tumor 
actually is cured, is an unjustified assignment of 
the individual to incapacitation or institutional- 
ization during that long period. In these cases 
reconstructive surgery has been initiated promptly 
after surgical excision of the tumor, often at the 
same operative procedure and in many cases with 
completion of the excision and the recon- 
struction in one operation. This plan _pre- 
supposes the close evaluation of a given tumor in 
regard to its relative malignancy. This may be 
judged by the duration of symptoms and signs, 
the location of the lesion and microscopic study 
of the cytology of the tumor. It has not been 
applied in cases of highly malignant and rapidly 
growing neoplasms. 


Review of the records of patients at The New 
York Hospital has shown that in recent years a 
higher percentage of patients with carcinoma of 
the head and neck are coming for treatment when 
their disease is early. This has been reflected in 
the significant increase in the percentage of five- 
year cures. Because of this factor, Martin has 
reported recently from the Memorial Center, 
New York City, that percentages of five-year cures 
have doubled following surgical excision of carci- 
noma of the lip, tongue, floor of the mouth and 
cheek. 


cision and prompt reconstruction of the regional 


The combination of radical surgical ex- 


anatomy results in the early return to useful life 
of a high percentage of patients with cancer of 
the head and neck. 


The earnest interest of the public in the solution 
of the cancer problem and in the improvement 
in the management of this disease is evidenced 
by the generous financial contributions to the 
American Cancer Society. Therefore, a_re- 
doubling of surgeons’ efforts to cure cancer is a 
logical demand of the public. In cancer of the 
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CANCER OF THE HEAD AND NECK—CONWAY 


Fig. 1. M. C., New York Hospital Case No. 455977. 


(a) Basal cell carcinoma of the scalp (invading parietal 


bone) of three years’ duration and recurrent following x-ray therapy and previous surgical excision. (b) Appear- 
ance after excision of the scalp and underlying skull followed immediately by rotation forward of a scalp flap and 
closure of its defect with free graft of skin. (c) Appearance six years later when follow-up examination showed no 


evidence of disease. 


head and neck, it has been possible to demon- 
strate that intensified surgical attack has produced 
significantly higher percentages of cure. The 
combination of excision and reconstruction, no 
different in broad principle from the steps of the 
Whipple operation for cancer of the pancreas, 
or the various methods of reconstruction of the 
esophagus and colon, widens the scope of surgery 
for tumors of the head and neck, reduces the 
period of morbidity and disability, and brings 
more patients to the goal of clinical cure with 
acceptable appearance and function. 

The primary principle in the treatment of 
cancer by surgery is the complete removal of the 
tumor with its regional lymphatics. Of nearly 
equal importance is the social and economic re- 
habilitation of the patient. In consideration of 
cancer of the oral cavity there are many reasons 
why these principles are not fulfilled. These 
reasons fall into three general categories: one 
relates to the changing status of the various 
specialties interested in the treatment of these 
cases; another relates to the anatomy of the 
area; and the third to the fear of mutilation with 
its physical, economic and social implications. 

Regarding the first point, surgery has been ex- 
tended in the treatment of cancer of the oral 
cavity as new techniques for exposure, better con- 
trol of infection and more effective means of 
supportive therapy have been developed. Surgery 
has already made certain lesions, not curable by 
radiation therapy, potentially curable; e.g. carci- 
noma invading the mandible. Radiation therapy 
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still plays a role in intra-oral cancer because some 
lesions are definitely curable by radiation therapy 
while some are inaccessible to surgery. 


Among 
these are the cancers of the nasopharynx, some of 
the tumors of the palate, of the tonsil and of the 
base of the tongue. There is some common 
ground between radiation therapy and surgery, 
for some tumors are potentially curable by either 
surgery or radiation. In this group of cases, the 
location of the cancer, its size, its histology, and 
the presence or absence of involvement of lymph 
nodes determine the better mode of therapy. 
The second reason for failure of cure of tumors 
of this area is the regional anatomy of the head 
and neck which makes it difficult for the applica- 
tion of standard surgical practice for the removal 
of cancer by wide excision together with the lymph 
nodes in continuity if they are involved. Among 
the obstacles to clean cut cancer surgery are the 
position of the mandible, preventing either wide 
excision of the local lesion or maintenance of the 
continuity of the specimen or both, the presence 
of the lingual and hypoglossal nerves, the prob- 
ability of infection from mouth organisms and 
the ever-present possibility of serious postoperative 
hemorrhage. All of these hurdles are surmount- 
able by well planned surgical management. If 
the necessary details of pre and postoperative care 
and of surgical technique are not known to the 
surgeon, a potential cure may be lost. For ex- 
ample, we have records of cases which clearly 
were curable but in which the lesion was deemed 


incurable for fear of hemorrhage, infection or 
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Fig. 2. I. M., New York Hospital Case No. 237954. 


sixty-four. 


healing by thick-split graft of skin. 


(a) Epidermoid carcinoma of the eyelids in a woman of 
The lesion had recurred following therapy by electro-desiccation three years and again one year earlier. 
In 1939 the lesion was excised together with the eye, the orbital contents and the eyelids. 


(b) Appearance after 


(c) Facial reconstruction by latex prosthesis which incorporated an artificial 


eye. There was no recurrence twelve years later. (Reproduced from S.G. & O. 74:449, 1942, by permission of 


author and publishers.) 


because the lesion was erroneously classified as 
inaccessible due to its location. Such cases have 
been passed by the surgeon to the radiation 
therapist for palliative treatment. Postoperative 
hemorrhage should not influence the decision as 
to mode of therapy, for hemostasis may be secured 
by clamp and ligature just as effectively in the 
head and neck as in other portions of the 
anatomy. There is, in our opinion, no need for 
preliminary ligation of the external carotid artery, 
a step which has the disadvantage that it requires 
incision into the ipsi-lateral neck at a critical area. 
The scarring of such procedure makes subsequent 
neck dissection, if and when indicated, technically 
more difficult and potentially less effective. We 
do not use cautery excision because of the tissue 
necrosis with subsequent impairment of healing 
which attends that technique. 


The third deterrent to adequate surgical treat- 
ment in intra-oral cancer is the fear of making 
the patient a “facial cripple,” that is, an individual 
who will require continuous care in a hospital or 
nursing home for the rest of his life. Grave post- 
operative sequelae such as salivary fistulae, large 
facial defects requiring external prosthetic restora- 
tion and loss of the function of mastication can 
be avoided by the careful pre-operative planning 
of the steps of excision and reconstruction. 


The principles involved in radical surgery for 
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malignant tumors of the oral 


cavity are as 
follows: 


1. Adequate margin of tissue to be removed 
with the primary tumor. 


2. Resection of regional lymph nodes if in- 
volved or if the neck must be entered to remove 
primary tumor. 


3. Unhesitant sacrifice of important anatomic 
structures in the neighborhood of the tumor. 


4. Placement of incisions parallel to the lines 
of elasticity of the skin when possible. 

With a view to final reconstruction, the surgeon 
should: 


1. Close all wounds by a two layer suture of 
mucous membrane and by suture of skin when 
possible or by the deliberate creation of a tempo- 
rary oral fistula by suture of mucous membrane 
to skin when necessary. If primary suture does 
not apply, wounds may be closed by the temporary 


use of a free skin graft. 


2. Pay attention to the fixation of remaining 
jaw fragments by intermaxillary dental wiring, 
by external splint or by intramedullary splint, so 
that contracture of muscles of mastication does 
not develop. 


3. Utilize primary flaps of regional tissue for 
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Fig. 3. F. L., New York Hospital Case No. 30066. 
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(a) Basal cell carcinoma of nose and lip which first appeared 


four years earlier and persisted despite several courses of x-ray therapy and treatment by electro-desiccation. (b) 


Appearance after radical excision of the lesion and immediate reconstruction by temporal flap. 


later the pedicle was divided. 
mary operation. 





closure or outline flaps for reconstruction at the 
time of the radical excision. This step demands 
the employ of fresh surgical drapes, gowns, gloves 
and instruments once the specimen has_ been 
excised and sent to the pathologist. This pre- 
caution protects against the inadvertent trans- 
plant of cells of malignancy to the donor site. 

In the final reconstruction, the 
utilize the following: 


surgeon may 


1. Free grafts of skin, derma, fascia, cartilage 
or bone. 


2. Pedicled flaps from neighboring tissues or 
from a distant site. 


Recent additions to these methods include the 
use of diced cartilage for filling out a concavity 
and the use of composite free grafts of skin and 
cartilage from the ear. Attention to color match 
of the permanent skin transplants is important 
to the rehabilitation of the patient. This can be 
accomplished successfully by the intradermal in- 
jection of flesh 


insoluble, colored pigments 


(tattooing). 


Our aims are threefold in treating cancer of the 
head and neck by surgery. 


First and foremost is the removal of the local 
lesion with a wide margin of adjacent normal 
tissue together with the regional neck nodes in con- 
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Three weeks 


(c) Appearance at time of discharge from the hospital seven weeks after pri- 
The patient has shown no recurrence but has been followed only one and one-half years. This 
patient was operated upon by the author’s associate, Dr. Richard B. Stark. 


tinuity, thus following the principles of cancer 
surgery as applied to other areas of the body. 


Second, we aim at the correction of the defect 
by reconstructive surgery at the same operation 
if there is reasonable probability of cure of the 
tumor and if the condition of the patient permits. 
One-stage excision and_ reconstruction when 
possible is an answer to those who object to 
surgery for oral cancer because it produces mutila- 
tion or requires long term hospitalization for 
reconstruction. As stated earlier, this plan of 
combined excision and reconstruction applies only 
to the management of cancers which are selected 
as curable by surgery. It is not good surgical 
judgment to undertake extensive reconstruction in 
cases in which there is possibility of persistence 
or probability of early recurrence of the tumor. 
In none of our cases of intra-oral carcinoma have 
we experienced any difficulty in obtaining ade- 
quate lining for the mucosal suture line and, 
therefore, see no need for preliminary operation 
such as skin graft or pedicle flap in order to 
develop such lining. When closure by flap is 
required for carcinoma involving the maxilla, the 
flap may be lined by free graft at the time of its 
construction and migration. In the management 
of intra-oral carcinoma we use an old technique 


described at least as early as 1930 by Bloodgood 
but refined and adapted by Martin and his staff 
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ridge in man of sixty-nine. 


the mandible in continuity with neck nodes and primary lesion was done. 


cheotomy tube in place. 


Figure 4. V. A., New York Hospital Case No. 449293. 


(a) Epidermoid carcinoma of the right alveolar 
(b) At operation on February 21, 1951, a radical neck dissection and excision of 


(c) The sutured wound with tra- 


It was possible to preserve the upper 2 cm. of mandible and the continuity was re- 
established immediately by the wiring in place of a cancellous bone graft taken from the iliac crest. 
sal suture line closed easily by mobilizing floor of mouth to tongue and suturing it to buccal mucosa. 


The muco- 


(d) X-ray 


showing cancellous bone graft wired to the two fragments of mandible. This patient was operated upon by Dr. 
Joseph Murray of Boston, Massachusetts, formerly plastic surgery resident at the New York Hospital. 


at Memorial Center, New York City. The 
technique for the neck dissection and mandibular 
resection with removal of the lesion in continuity 
have been accomplished successfully by this group 
for several years. By using the mobilized tongue, 
the floor of the mouth, or the buccal mucosa, the 
greater number of defects of the mucosa have 
been closed by primary suture. Reconstruction of 
mandibular continuity is advisable if it can ,be 
done without limiting the margin of wide surgical 
excision and without undue prolongation of the 
time required for operation. The methods used 
for such mandibular reconstruction 
original. 


are not 
The use of bone grafts and of intra- 
medullary wire re-establishment of mandibular 
continuity have been described by others. Man- 
dibular function is maintained in normal degree if 
it is possible to preserve one or two centimeters 
of mandible below the sigmoid notch. It is our 
contention that the combined use of radical re- 
section and reconstruction at one operative treat- 
ment solves many of the distressing problems 
which are encountered in the surgical manage- 
ment of cancer of the head and neck. In addition, 
this plan gives wider limits to the use of surgical 
resection of cancers of the head and neck. By 
this plan more patients with cancer of the head 
and neck may be looked upon as operable without 
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undue concern for the fear of creation of perma- 
nent facial cripples. 


Our third aim is to get the patient home in 
order to assume his position in his family circle 
or business life as soon as possible. This implies 
the completion of the reconstruction at the 
earliest possible date following radical surgical 
excision. Usually these patients are elderly males 
and, regardless of the subsequent course of the 
disease, i.e. whether or not they are to become five- 
year survivals, everyday at home or at business 
is of great economic and emotional value. In 
those cases in which clinical judgment as to the 
curability of the tumor has been wrong, the use 
of grafts and flaps in the reconstruction has not 
prevented the early detection of recurrence. 
Therefore, we take issue with the argument which 
says that an operative bed from which a cancer 
has been excised should be covered with a thin 
graft in order to allow for careful observation. 


In an effort to show what can be accomplished 
surgically in certain types of cancer of the head 
and neck, the following cases are reported to 
illustrate variations of excision and _ reconstruc- 
tion. In all of these cases consultation was held 
preoperatively between radiotherapists and 
surgeons and there was agreement that surgery 
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offered the better chance for cure. The period 
of follow-up is not long in all cases; this paper 


does not attempt to show long term results. These 

















cases are presented to show what sound surgical 
















































































Fig. 5. Appearance of the patient (V. A.) one 
year after discharge from the hospital. He is free 











from disease and has normal jaw function. 














principles have to offer patients who have cancer 








in the more inaccessible portions of the head and 
neck. 








These case reports are presented in sum- 








mary under their illustrations. Examples are 











presented of carcinoma of the scalp invading the 
skull, of the forehead and frontal bones, of the 
nose with invasion of auricular cartilage, of the 
eyelid, orbit, cheek, lips, of the mandible with 
invasion of skin, bone and mucous membrane, of 
the buccal mucosa, and of the alveolar ridge with 
invasion of the mandible. The details of surgical 
excision and reconstruction are explained best by 
study of the illustrations. 
























































Summary 











The premise that advances in techniques of 
plastic and reconstructive surgery have widened 
the application of surgical excision in the manage- 
ment of cancer of the head and neck is supported 
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by the presentation of case reports in which massive 
defects of the scalp, face and intra-oral cavity have 
been corrected successfully by reconstructive 
surgery. The opinion is advanced that the older 
policy of delaying reconstruction one to five years 
after excision of cancer is not justified unless there 
is concern because of the high degree of malig- 
nancy or rapid growth of the tumor, as to whether 
or not it has been cured. In many of the case 
reports which are presented reconstructive surgery 
was initiated promptly after surgical excision of the 
tumor, often at the same operative procedure, 
with completion of excision and reconstruction in 
one operation. An example is the resection in con- 
tinuity of cancer of the alveolus together with the 
mandible and cervical nodes and the re-establish- 
ment of mandibular form and function by the 
insertion of a cancellous bone graft at the primary 
operation. This procedure presupposes accurate 
evaluation of the relative malignancy of the tumor 
by consideration of the duration of symptoms and 
signs, the location of the lesion and microscopic 
grading of the tumor. The combination of ex- 
cision and reconstruction in one operation reduces 
the period of morbidity and disability and brings 
more patients to the goal of clinical cure with 
acceptable appearance and function. Intensified 
surgical attack on cancer of the head and neck is 
reflected in a significant increase in the percentage 
of clinical cures. Deterrents to the surgical 
management of cancer of the head and neck relate 
to the changing status of the various specialties 
interested in the treatment of these cases, the 
problems associated with the removal of im- 
portant anatomical structures, e.g. eye, nose and 
jaw bones, and the fear of converting the patient 
into a “facial cripple.’ The developments in 
plastic and reconstructive surgery which answer 
these three objections are presented. The aims in 
treatment of head and neck cancer are, in order 
of their importance, the cure of the tumor, the 
correction of the defect resultant from radical 
surgical excision and the return of the patient to 
useful economic and social life at the earliest 
possible date. Combined excision and recon- 
struction, feasible and practical in a high per- 
centage of cancers of the head and neck, brings 
these patients to the goal of clinical tumor cure 
and rehabilitation. 


525 East 68th Street 
New York, New York 
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Cancer Education in Schools 


By Frank L. Rector, M.D. 


Lansing, Michigan 


HE CONCEPTION of cancer education of 

high school students is of recent development. 
It began about seventeen years ago, the first ef- 
forts along that line being made in the high schools 
of Westchester County, New York. The subject 
was introduced into the high schools of the Mid- 
west at about the same time, where it found ready 
acceptance by most schools. 

At first blush, it might seem that the subject 
has no place in the high school curriculum, and 
it has been so considered by some “educators” 
both within and without the high school field. In 
spite of all objections, there are seven unanswer- 
able arguments for including the subject in high 
school health education programs: 


1. The high school student of today is the po- 
tential cancer patient of the next generation. 

2. High school students are in the midst of ac- 
quiring knowledge that will help them to lead 
healthier and more useful lives. Therefore, a 
knowledge of cancer and how it may be con- 
trolled should be a part of every high school health 
program. 

3. Some adolescents develop cancer and others 
will inevitably develop it in their later years. If 
they have no better knowledge of the disease and 
its control than many of their parents, they will 
delay in having diagnosis and treatment until too 
late. 

4. High school students accept teaching about 
cancer as general helpful information without the 
emotional stimulation that surrounds the think- 
ing of most adults on this question. 

5. When informed about cancer and why and 
how it should be treated, these students often in- 
fluence parents to seek medical attention for neg- 
lected conditions that are suspicious and which 
often prove to be cancer. 

6. It is believed that cancer may start years 
before it is recognized and be caused in a meas- 


Dr. Rector is Secretary, Cancer Control Committee, 
Michigan State Medical Society. 

Presented at Third Michigan Cancer Conference, East 
Lansing, October 12, 1951. 
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ure by the habits and mode of life of the patient. 
By proper educational effort, high school students 
can avoid development of habits that may be 
conducive to cancer. 

7. No one can look to the community for pro- 
tection against cancer. Each must provide his 
The community can help by the support of 
cancer educational activities ig the same manner 


own. 


as it assists the child to become an informed and 
useful citizen by providing general educational 
opportunities for him during the formative years 
of his life. That is why education is the key to 
cancer control. The individual must recognize the 
fact that he must initiate measures for his own 
The extent to which he will apply 
these protective measures will depend on how 
effective has been his early education in the prob- 
lem. 


protection. 


In spite of the adult education program of the 
last fifteen years, the constantly increasing can- 
cer death rate indicates that something more 
is needed to bring about a downward trend. Some 
say that adult cancer education has failed to ac- 
complish its purpose for the masses although many 
individuals have profited from it. 

It is realized that the thinking habits of those 
of middle age and over are pretty definite and 
difficult to change. It is far easier to implant 
cancer knowledge in younger minds who have no 
preconceived erroneous ideas on the subject. 
Since past educational efforts directed toward the 
age groups most directly affected have apparently 
been of less value in arousing them to action than 
the slight efforts directed toward younger groups, 
a change in emphasis on cancer education seems 
desirable. To effect a change eventually in the 
public attitude toward cancer, what would be more 
logical than to direct major educational efforts 
to that segment of the population, the school 
group, which will comprise the adults of the next 
generation? The acquisition of such knowledge 
will enable the student to shape his life not so 
much on habit as on understanding. Out of the 
writer’s experience in lay cancer education he 
has no hesitancy in saying that if facilities and 
funds for this purpose were limited, they should 
be used exclusively in the high school field. 

High school students accept cancer informa- 
tion enthusiastically provided it is placed before 
them in simple fashion devoid of technical lan- 
guage and in a manner that convinces them the 


speaker is qualified in his subject. They are in- 
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telligent and able critics and above all resent— 
and rightly so—being addressed in a condescend- 
ing manner. The successful speaker soon learns 
not to “talk down” to high school audiences. 

In discussion, the average high school student 
phrases his questions well and directs them toward 
cancer as an objective problem in health educa- 
tion; while adults by their questions more often 
seek answers to personal or family experiences. 

In many schools, biology is an elective study 
while many subjects of a cultural or historical 
character, but of doubtful practical use in the 
future life of the student, are on the required 
list. It seems rather odd that the one subject that 
will best prepare the student for living because 
of the knowledge it gives him about himself and 
others should have such casual consideration in 
the high school curriculum. Greater emphasis is 
given to this criticism when it is realized that 
formal education for many people ends with grad- 
uation from high school. 

High school cancer education should be ob- 
jective in character and built around the biolog- 
ical problem of growth. The nature of cancer as 
an abnormal growth of the patient’s tissues can 
be emphasized by contrasting it with normal 
growth and its controlling biological influences. 
The disease aspects of the subject should be lim- 
ited to a discussion of early signs. Factors in- 
volved with advanced cancer should be ignored. 
Approved treatment methods may well be dis- 
cussed and the dangers of quackery emphatically 
pointed out. Some notice of preventive measures 
should be taken, especially the dangers of chronic 
irritation and the need for avoidance of habits 
entailing some irritation factor such as prolonged 
sunbathing with its well-recognized danger of pro- 
ducing skin cancer. 

High school students should understand that 
with the present limitations on knowledge of can- 
cer, the periodic medical examination of the ap- 
parently well individual by the family physician 
is the best protection against development of can- 
cer from precancerous conditions discovered by 
the examination or the extension of an early can- 
cer to an advanced and incurable stage. Such 
examinations often bring to the patient’s attention 
diseases other than cancer which are, or in time 
will be, undermining his general health. 

The above sketchy outline of the content of a 
cancer education program in high schools will in- 
dicate the extent of such an undertaking. Beyond 
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this the matter may be pursued only as the quali- 
fications of the teacher and the interest of the stu- 
dents indicate. 

Cancer education should not be taught as a 
specialized or overemphasized subject but should 
be a part of the general health program of the 
school. Its effectiveness will depend in large 
measure on the qualifications and interest of the 
teacher concerned. Until very recently little or 
no attention has been given to cancer in teacher 
training institutions and schools of public health 
with the result that many teachers today have no 
more factual knowledge of the subject than other 
adults. Indeed, many of them harbor the mis- 
conceptions and fallacies of other adults and be- 
cause of these inhibitions are unable to render 
any constructive teaching service in this field. 
One of the greatest needs in school cancer educa- 
tion today is for teachers who know enough about 
the subject to instruct their students intelligently. 
The remedy for this situation lies in proper em- 
phasis being given the subject by teacher training 
schools and schools for training professional pub- 
lic health workers. 

Some basic training in the nature, causes, meth- 
ods of diagnosis and treatment and prevention of 
cancer has been offered to teachers in the public 
schools of a few local areas. A seminar of ten 
hours can give a rather complete review of what 
is known today about the subject, and can pro- 
vide time for discussion of ways and means of 
applying this knowledge to class room instruction. 
Extension of such helpful programs will depend 
upon capable seminar leaders and teachers inter- 
ested enough to take advantage of the opportunity 
for instruction. Michigan has been the pioneer 
in this seminar method of teaching, several such 
meetings, county-wide in character, having been 
conducted in recent years. 

A successful high school cancer educational pro- 
gram is possible in any county by co-operation of 
the county school commissioner, public and paro- 
chial high school authorities, the county medical 
society, health department and cancer society. 
Time does not permit detailed discussion of the 
part each organization plays in such a co-opera- 
tive venture but experience has shown that an 
excellent school educational program under such 
cooperation is possible. 

The first step in such a program would be a 
meeting of representatives of the interested groups 
at which the reasons for and value of the pro- 
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gram, as well as methods for carrying it into ef- 
fect, would be thoroughly discussed and under- 
stood. Each participating organization would be- 
come acquainted with the program and the part 
it would play in its operation. 

As its next step, the program might well include 
an assembly talk in each high school, given by a 
physician familiar with cancer and with speaking 
to high school groups, to introduce the subject to 
students and teachers. This talk should be only 
the means to an end; never the end in itself. A 
source book containing cancer information and 
some suggested class projects should be available 
for classroom use. Other teaching aids, as films, 
charts, posters, etc., are desirable. These could 
well be supplied by the local cancer society as its 
contribution to the project. From the same source 
might be provided books and pamphlets to be kept 
as a reference unit in the school library. 

To stimulate education in 
schools, the Cancer Control Committee, Michigan 
State Medical Society, has prepared a manual for 
use in high school teaching. This manual, in pre- 
liminary form, has been used during the past 
school year in the counties of Emmet, Genesee and 
Muskegon in Michigan and in one California city 
to test its suitability for the purpose intended. 


interest in cancer 


Criticisms and suggestions for improvement made 
by these teachers are being incorporated in the 
revised edition to be offered to high schools of 
Michigan wishing to incorporate the subject in 
their health education programs. 

Students often gain added knowledge and inter- 
est through visits to hospitals to be shown methods 
of diagnosis by the microscope and x-ray. Seeing 
normal and cancerous tissues under the microscope 
and having their characteristics pointed out by the 
pathologist, with similar demonstrations of the 
x-ray by the radiologist, produce lasting impres- 
sions and help students to better understand these 
aspects of the cancer control problem. Finally, 
the cancer seminar, which should include the 
hospital demonstration just described, would give 
the health teachers some training in the funda- 
mental knowledge of cancer that should enable 
them to present this subject to their pupils in a 
helpful manner. The seminar might well precede 
A desirable side effect 
of these seminars has been the fact that in a few 
instances participating teachers have had exami- 
na ions that have uncovered early cancer. At least 
thiee such instances are known to your essayist. 


th» classroom instruction. 
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As additional activities for extending the stu- 
dent’s knowledge of these problems, interested 
students could be encouraged to develop post- 
ers, illustrated slogans, scrap books, essays and 
similar projects. These might be on a competi- 
tive basis with community organizations, as Par- 
ent-Teacher Associations, civic, fraternal, or reli- 
gious Clubs, offering prizes or other community 
recognition for excellence of effort and product. 

Cancer education in high schools should never 
be undertaken as a part of or in connection with 
money raising activities. To do so places the pro- 
gram in the special propaganda class with a dis- 
It would 
be as reasonable to distribute the entire school 
health educational program among the host of 
If the subject 
does not warrant inclusion in the regular health 
education program, it should be omitted. Any 
connection of students with fund-raising activi- 
ties should be on the same basis as other indi- 
viduals of the community interested in the subject 
of cancer control. 


tinct lessening of its educational value. 


community fund-raising efforts. 
y § 


An abbreviated plan of cancer education for 
junior high school pupils has been successfully car- 
ried out in some schools where the students have 
had introductory courses in biology. Any pupil, 
regardless of grade, can understand the basic facts 
about cancer as soon as he has studied biology and 
knows what a cell is and the part it plays in the 
organization and functioning of living tissue. 

In a few elementary schools, interested and 
qualified teachers have introduced cancer educa- 
tion into the health teaching of fifth and higher 
Some fifth and sixth 
grade teachers in the Genesee County, Michigan, 
public schools have introduced cancer education 
into their health courses with most astonishing and 


grades with excellent results. 


In at least one state, Idaho, 
such teaching is begun in the third grade. 

In all this school cancer education, care must 
be taken to stress the optimistic, hopeful phases, 
rather than to discuss the more tragic and pessi- 
mistic side. Pupils will see enough of the unfa- 
vorable side as they grow older, but will not be 
influenced by it as they would be had the bright- 
er side not been presented to them earlier in life. 
As an example of the wrong approach, may the 
instance of a high school principal be cited who, 
in introducing the speaker to his student assembly 
said: “One in seven of you students here this 
morning will die of cancer.” 


successful results. 


A true statement 
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from the standpoint of general statistics but most 
unfortunate in its psychological impact on those 
young minds. 

Due to the vision and the initiative of the lo- 
cal cancer unit and school authorities, Genesee 
County, Michigan, has been the principal testing 
ground for the high school cancer education pro- 
gram as outlined in this paper. For the past ten 
or more years the high schools of Flint have been 
offering cancer education programs and almost 
every student during that time has had the op- 
portunity to learn something about the cancer 
problem. During this time many of the high 
schools throughout the county also have had 
speakers at assemblies on one or more occasions. 
Recently all public and parochial high and junior 
high schools in the county were reached with an 
assembly program and a cancer seminar was held 
for teachers, nurses and others interested. 

During the past school year, a teaching pro- 
gram has been under way in high, junior high 
and some grade schools throughout the county. 
The outcome is being watched with interest as it 
will set the stage and pattern for similar projects 
elsewhere. The County Superintendent of Schools, 
public and parochial school authorities, county 
medical society members, county health depart- 
ment personnel and officers of the local cancer 
unit are all contributing to the program and de- 
serve generous praise for their fine co-operation 
in making this pilot educational program possible. 

The educational plan outlined in this paper is 
not the only one possible and probably not the 
best. However, it has been tried in the crucible 
of experience, has been approved by use in the 
classroom and has done some good. For these 
reasons it is offered to this assembly. 

Up to this point, this discussion has kept away 
from statistics, partly because we wanted to avoid 
the undesirable connotations that the word de- 
scribing those who work with statistics sometimes 
suggests, and partly to emphasize anew the educa- 
tional opportunities abounding in the high school 
field. In 1948, there were in round numbers 
5,675,000 pupils enrolled in the public high schools 
and 629,000 in the nonpublic high schools; a total 
of 6,305,000 pupils in the 28,800 high schools in 
the United States. 

In 1950, there were 650 public high schools 
in Michigan with an enrollment of 225,000. 
There are about 170 nonpublic high schools with 
an enrollment of 38,300; a total enrollment of 
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approximately 270,000 young people who are al- 
ready organized into teaching units. Where, in 
Michigan or elsewhere, can be found more than 
800 more promising audiences for a constructive 
health education program? 

In this country there are more than one mil- 
lion high school graduates each year. With prop- 
er emphasis on high school cancer education, a 
large majority of these graduates can take with 
them enough information about cancer control to 
enable them in large measure to protect them- 
selves against cancer if and when they meet it, 
as many of them will, later in life. 

It has been said that “ours is a civilization in 
which we strive for the protection and survival 
of the unfit.” It is comforting to know that in 
cancer education in schools we strive to prevent 
the development of some unfit members of 
society. 

The key to the ultimate reduction of the cancer 
death rate is intensified and continuous education 
of the school populatior; you and I have a duty 
to help bring this about. Possibly a story will 
impress this duty more firmly on your minds. 

An amateur golfer placed his ball on an ant- 
hill and took a healthy swing. Half of the anthill 
and many of its inhabitants disappeared while the 
ball rolled a few feet away in the grass. Replacing 
the ball on what was left of the anthill, he swung 
again with the same result as before. After the 
second swing, two surviving ants found themselves 
in the vicinity of the ball and, after shaking the 
dust out of his eyes, one ant was heard to say to 
the other: “Buddy, if we don’t want to get hell 
knocked out of us, we’d better get on the ball.” 

No matter how effective we have been or tried 
to be in cancer education, it behooves each of 
us interested in this problem to think seriously 
on the philosophy of the ant. Let us all “get on 
the ball” of cancer education, especially education 
of the future citizens of this state and nation, and 
do a really worthwhile job of reducing deaths 
from cancer. 
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The application of routine block dissection of pelvic 
nodes for Stage I and Stage II lesions, clinically con- 
trolled by irradiation, is of doubtful theoretic, and no 
evident practical value. 


* * * 


Primary carcinoma of the thyroid gland should be con- 
sidered in the presence of tumors of the side of the neck 
even in the absence of palpable nodes in the gland itself. 
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Rural Organizations and the 
Cancer Problem 


By Marjorie Karker 
Lansing, Michigan 


IKE MANY other people interested in the 
volunteer field of cancer control, I had my 
introduction to this dread disease in a tragic and 
personal way, having lost a younger brother from 
cancer of the lungs. I helped take care of him 
the last two weeks of his life and saw the terriffic 
suffering he endured. I saw the fright in his eyes 
when he thought the oxygen tanks might be 
running low, and all the while I saw this happen 
I said to myself: “How awful! 
thing be done about it?” 
After it was all over, I talked with his wife 
about how long he had known there was some- 
thing wrong and she told me a sad story. She 
said that he had known for some time that there 
was something wrong but that he thought it was 
a routine thing which could be taken care of later. 
Their family doctor had gone to war and there 
was no doctor left in this rural community so 
that made putting the matter off easier. I knew 
a littke about cancer, about early diagnosis being 
necessary and after our talk I came to the con- 
clusion that here at least was one death that 
probably could have been prevented had the 
victim been more alert to the possibilities of his 
seemingly routine symptoms. 


Why can’t some- 


I have told you this story for two reasons. First, 
I wanted you to know that I had a big stake 
in this problem because I had seen first-hand the 
results of ignorance on the part of one I loved 
regarding cancer. 

Shortly before this time I was starting work 
in the organizational field with rural women and 
the rest of my talk will be confined to what I 
have actually seen done in the rural areas by 
rural people through their rural organizations. In 
order to make the story mean much to you, I 
lec] I must deviate a little and tell you something 
about the organizational structure of the Michi- 
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gan Farm Bureau, the farm organization for 
which I work. 

The Farm Bureau is a voluntary membership 
organization of the farm family. In Michigan 
we have nearly 48,000 farm families as members. 
They pay dues to carry on the work of-the or- 
ganization. It is set up on a county basis and 
the county units are affiliated into a state organiza- 
tion. In the 61 County Farm Bureaus we have 
1077 which 
voluntary, and which meet monthly. 

The job of selling the idea of an education 
program on cancer to a group of people who 
know nothing about it except as they have seen 
people die is not an easy one. I found the best 
approach to be that of mentioning rather casually 
the seven danger signals, leaving a question in 
their minds as to what they might be. Timidly, 
some woman might ask what they were. If you 
can get that far, I believe you are in. Before you 
have completed talking about them some person 
has an idea that maybe that lump in her breast 
should be checked, or that she had been having 
some indigestion lately. When these signals have 
been discussed by the planning committee some- 
one probably will mention that all people ought 
to have this information. At that time it can 
be suggested that there is an organization within 
the county that is willing to talk to groups about 
this matter, that has pictures that can be shown 
and that is set up to serve those people who are 
ill, with loan closets, bandages, et cetera. No 
group 1 have worked with has ever turned down 
the idea of bringing someone from the county 
cancer society to talk with them. After the county 
women’s committee has heard the talk, many 
local groups ask for a similar talk in their com- 
munity Farm Bureaus. I have personally had the 
experience of calling on women in the hospitals 
shortly after they have heard the county com- 
mander of the cancer society talk to them about 
the seven signals and the necessity of early diag- 
nosis. They are all most grateful that they had 
the opportunity to get this information. I think 
it only fair to say, however, that I have also seen 
women, not many but some, get up and leave the 
meeting when the talk is begun. Also some of 
the women, particularly the older ones, have been 
rather perturbed with the picture “Breast Self- 
Examination.” 

We have found out in following this procedure, 
however, that many times it is impossible to find 
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out who the County Commander is, particularly 
in those counties where there is no County Health 
Unit. I have had fine co-operation with the State 
Cancer Society and have been able to furnish 
those names in cases of this kind. Another snag 
we have run into is that in some cases the county 
commanders, not knowing what the Farm Bureau 
is and how it is set up and the number of people 
in rural areas who can be reached through it, 
have not been too anxious to come to the meet- 
ings. I would not like to blame the commander 
entirely in a situation of this kind; undoubtedly 
the person who approached her did not explain 
her problem too well and it probably is a case of 
misunderstanding from beginning to end. Of 
course, situations of this kind are unfortunate. 

After the county women’s committee has heard 
the talk, they report back to their community 
groups (on a family basis) and many local groups 
have asked for a similar talk in their own Com- 
munity Farm Bureaus. Not only do they report 
to their own Farm Bureau, they take the informa- 
tion to other groups to which they belong. Be- 
cause I have seen it happen, I believe thoroughly 
in the joke that is often made about the three 
means of communication: telephone, telegraph 
and tell-a-woman, and it is with a thought to 
compliment them that I say this. In two counties, 
[ know the Farm Bureau organization has spon- 
sored a series of special meetings on the educa- 
tional phase of the cancer work. 

After the county women’s committee has heard 
the talk, many things may happen which indicate 
that the average layman is anxious for informa- 
tion and, once he has it, will be willing to help. 
Following are some of the projects which have 
been carried out by the cancer society and the 
farm organization working together. 

Because women like to do something with their 
hands and in many cases understand this language 
best of all, the bandage making program of the 
cancer society appeals to many groups. In 
Macomb and Bay counties the Farm Bureau 
women have made hundreds of bandages for the 
cancer society. If they do not have time to do 
it in their regular meetings they call special meet- 
ings to make bandages. There is a tremendous 
amount of energy in rural women if you can get 
them interested and at work. Another way that 
rural organizations can be used, and which has 
been demonstrated, is in the financial and 
educational projects which are needed if there is 
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to be a detection center or if there is one already 
established. I'll tell you about one I know about, 

After the Saginaw County Farm Bureau 
Women’s Committee had heard the county cancer 
commander talk they asked if there was some- 
thing they could do. They were told that there 
were hopes of having a detection center in 
Saginaw but at that time there were not funds 
enough. The rural women asked if they could 
help in this matter and, of course, they were told 
that their help was welcome and needed. Each 
member of the women’s committee went back to 
her own group with the suggestion that they 
carry on some money-raising project for the 
cancer detection center. The first group held a 
dance and raised $405. The second group held 
a fair and earned $410. A gentleman from 
Saginaw County was telling me about the fair 
and how much money they had raised and I 
remarked: ‘“Wasn’t it coincidental that the first 
group raised $405 and the second group $410?” 
He grinned and fidgeted and said, “Well, we 
weren’t going to let those other women get ahead 
of our wives so some of us reached into our own 
pockets.” If I remember correctly, the amount 
raised by the Saginaw County Farm Bureau 
group for the detection center was in the neigh- 
borhood of $2,500. 

That isn’t all of the story, however, and while 
we are always interested in money, I don’t think 
some of the other results should be minimized. 
This one project brought the rural and city people 
closer to:cther than they had been for a long 
time, particularly that segment of the city people 
who were active in the work of the cancer society. 
The rural people of Saginaw County were proud 
of that detection center, they showed it off with 
pride, they urged people to use it, it was partly 
theirs. The last I knew about this, people from 
miles around were using it. 

Several Bureaus — have 
worked hard with their medical societies and 
their cancer societies in getting the Hillsdale Plan 
of Cancer Detection started in their counties. 

After the rural people know something of the 
organization of the cancer society and the work 
they do, they think of many ways they can assist. 
I’m thinking now of the number of rural groups, 
both Grange and Farm Bureau, who have built 
loan closets. In fact, the Bay County Farm 
Bureau Women have done so much along this 
line that sometimes I think they secretly wish 
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they had more cases so they could do some more; 
of course, I’m only kidding. I believe they have 
given five hospital beds in addition to the other 
reguiar articles usually found in the loan closet. 
In Clinton County, the loan closet is stored in 
the County Farm Bureau office, or was. 

Of course, the work of the cancer society in 
the local 
money and the rural organizations can be of 


communities cannot go on without 
immeasurable aid in the field of fund raising. I 
believe I should state here, however, that most 
county Farm Bureau organizations do not sponsor 
fund raising of this type as a usual thing but in 
getting to know personally and in working closely 
with individuals on other phases of the cancer 
problem they know whom they can ask to do the 
soliciting in the rural areas. Clinton County 
won a national citation on their participation in 
the fund raising in their county. Also most of 
the county and community Farm Bureaus con- 
tribute to the cancer society. 

Probably another point should be made. People 
are suspicious of those things they do not under- 
stand. Many people do not contribute to charities 
and public service organizations because they do 
not know how and where the money is spent. 
Could I make the suggestion that this information 
be offered by the cancer people in their regular 
talks, not just when they are asking for money? 
I believe it would help. I feel people would be 
more liable to help if they knew that half the 
money is being spent for their own folks in their 
own county. 

Another suggestion I would like to make is 
that the rural people be asked to sit on the 
county boards of the cancer societies, in those 
places particularly where they have been actively 
working with the society. It is only fair, I 
think, to give those people who help do the work 
an opportunity to help in planning the work and 
making the policies. If this suggestion has any 
merit, another should follow. In those counties 
where the farm organizations are not too active, 
it might be helpful in getting them more active 
if one of their leaders were asked to be on the 
County Board of Directors, to whose meetings 
they could bring the thinking of the rural people. 

Farm Bureau is not active in all counties of our 
state. There are other farm organizations, how- 
ever, believe it or not. I refer specifically to the 
Grange. The Grange has a health committee in 


each of its subordinate Granges, as well as a state 
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I feel 


sure that these health committees would welcome 


and Pomona Grange health committee. 


the co-operation of the cancer society in bringing 
their educational program to the Grange members 
and I know they would give all kinds of help. 
Perhaps this is already being done but if it isn’t 
I would like to suggest that here is a source for 
getting vitally needed cancer education to the 
rural people. If the farm organizations do not 
make the first approach, why doesn’t the cancer 
society seek them out? So far, I believe, at least 
as far as Farm Bureau is concerned, 1t has been a 
one-way proposition as far as the original contacts 
are concerned. 

In summing up, I would like to say that on the 
whole the ignorance regarding the cancer prob- 
lem, the seven danger signals and what to do 
about them, is great in the rural areas. Un- 
doubtedly this is true because the cancer people 
have not known how to contact rural people. The 
most logical way to contact them is through their 
rural organizations. In the cases of the Grange 
and Farm Bureau they are set up organization- 
wise so that many people could be given informa- 
tion on the cancer problem with relatively few 
contacts. The foremost problem at this time ap- 
pears to be that the cancer societies and the farm 
organizations do not know each other well enough 
to work together. One will have to make the 
first approach. Once they start working together 
there is nothing much they can’t do. The work 
of the farm organizations in this field of cancer 
educational work alone has hardly been started, 
the surface has not been scratched. 

I hope you will pardon the number of times I 
have told you of personal experiences, and of 
the work done by the Farm Bureau. That’s where 
I live, that’s what I know about. What I have 
said would have no weight if I were telling you 
about things which could happen; I have seen 
these things happen, and just as I saw my brother 
die needlessly because he did not know what was 
happening to him, I know that by working to- 
gether, much can be done so that others will not 
have to die from ignorance of the cancer problem. 
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The appearance of a lower abdominal or pelvic mass, 


‘especially after the menopause, the presence of ascites 


with omental or cul-de-sac nodules should make one 
suspicious of ovarian carcinoma. 
* <= * 


Vulval carcinoma responds poorly to irradiation. 
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Cancer of the Scrotum 


By Hazen L. Miller, M.D. 
Royal Oak, Michigan 


IR PERCIVAL POTTS, in 1775, associated 

cancer of the scrotum with the occupation 
of the victim. There this disease, except for ad- 
vances in surgical skill, remains today. 

Almost without exception this cancer is found 
in those who are exposed to tar, pitch, lubricating 
oils, crude wool, et cetera. Workers in oil refin- 
eries are the most susceptible group. Other occa- 
sional cases, as in the series reported by Dean,’ 
gave a history of prolonged administration of Fow- 
ler’s solution or exposure to x-ray. Otherwise, it 
is not seen in the white collar class. 

Due to the restriction to one class of industrial 
workers, the total number of cases appears to be 
relatively small. Those reported in the literature 
point up the need for doing something about this 
group which in spite of its low numbers is im- 
portant inasmuch as so much is yet to be done 
for it. 


Death records, “those ashes of vital statistics” 
when sifted, show that in the period of 1911 to 
1935 there were 1,487 fatal cases in England and 
Wales. A subsequent study by E. L. Kennaway 
and N. M. Kennaway* showed a total of 1,752 
deaths from scrotal carcinoma from 1911 to 1940 
in the same countries. Deaths in the United 
States are relatively rare; thirty-five being report- 
ed in 1948. 

These English authors concluded that cancer 
of the scrotum is almost wholly dependent on en- 
vironmental factors, indicating that it is prevent- 
able. 

Not only is it preventable, but if recognized early 
it is curable. Usually, the lesion is a squamous cell 
carcinoma, grade 2, which may be diagnosed early 
and effectively excised removing a margin of one 
centimeter or more of skin. Orchiectomy is clearly 
indicated if there is deep infiltration. 


Unfortunately, as pointed out by Coleman, Joyce 
and Graves’ recently in their paper read before the 
North Central Section of the American Urological 
Association, early diagnosis is seldom made. The 
warty growth appearing characteristically on the 
most dependent portion of the scrotum is “treated” 
by the patient himself who though exposed daily 
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to carcinogenic agents is almost never exposec. to 


cancer education. Periodic examinations at three- 
month to six-month intervals discover these le- 
sions. Instead, the victim applies local remedie. of 
his own choosing and in some cases meets with ‘ur. 
ther delay after finally going to a physician. On 
the average, this first medical visit is one year or 
more after the lesion appears. 

Prompt biopsy should be the rule on all suspi- 
cious cases. While wide excision may be adequate, 
all cases with palpable inguinal nodes should have 
bilateral radical dissection of these glands. When 
in doubt as to metastases, a close watch is nec- 
essary. Coleman, Joyce and Graves cite Warren’s 
enumeration of the factors encouraging lymphatic 
dissemination. They are: (1) a rich lymphatic 
supply in the scrotum, (2) the scrotum by loca- 
tion being subject to trauma and movement, (3) 
absence of substratum which prevents the usual 
tissue reaction and walling off of the lesion. 

The prognosis in late lesions is poor. The aver- 
age duration of life is twenty-one months from the 
onset of symptoms. 

It would seem that this small group of cases pre- 
sents an ideal proving ground for joint efforts 
on the part of leaders in the oil industry, public 
health officials, cancer educators, and the medi- 
cal profession. By such means a death from can- 
cer of the scrotum could be made a genuine 
rarity. 
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The treatment of cancer of the prostate gland by at- 
tacking the endocrine balance of the patient rests on 
firmer physiological grounds, is better understood and 
yields more predictable results than the hormonal treat- 


‘ ment of mammary carcinoma. 


* * * 


As investigation continues, it becomes increasingly 
evident that endocrine therapy singularly affects only 
certain types of tumors. 
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Heredity in Cancer and Its 
Role in Cancer Prevention 


By Madge T. Macklin, M.D. 
Columbus, Ohio 


HREE very essential parts of the cancer con- 

trol program concern matters upon which the 
public and medical profession alike do not agree. 
They are, (1) the role of heredity in causing can- 
cer; (2) should cancer be made a reportable dis- 
ease? It is not so in many states. At its last ses- 
sion, the Ohio legislature refused to make it so in 
that state. (3) Should the physician tell the can- 
cer patient that he has cancer? That is the most 
controversial of the three subjects, and I hope 
that sometime you will ask me to talk to you on 
that very important topic. 

I have been asked to talk on inheritance of can- 
cer and how such knowledge can be used in pre- 
I think it will be 


well at the outset to have a clear understanding of 


venting or diagnosing cancer. 


what we mean by heredity in cancer so that we 
may have a common basis of communication. I 
shall enumerate a few of the misconceptions and 
factors which stand in the way of believing that 
heredity plays a role in causing at least some can- 
cers if not all. 

First, in order for a trait to be hereditary, it is 
not necessary that every child in the family should 
exhibit it even if one does. We know that one 
parent may have brown eyes, the other blue and 
the children’s eyes may be either brown or blue. 
Similarly, with cancer; if one parent has it, not all 
of the children need have it before we accept it 
as hereditary. 

Second, a trait may be hereditary, one parent 
may show it, but none of the children may exhibit 
it. Thus, our brown and blue eyed parents may 
not have a child with blue eyes, they all may have 
brown eyes. So with cancer; one parent may have 
cancer; it may be inherited, yet none of the children 
show it. 

Third, a hereditary trait may show up in one 
or more children in the family, yet neither parent 
may have it. Using our eye color as the example 
gain, two brown eyed parents may carry latent 
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genes for blue eyes, and so have blue eyed offspring 
although neither parent had blue eyes. Thus, 
while several children may have cancer, and 
neither parent have it, yet it is still an inherited 
cancer. 

Fourth, in the case of cancer (and here our 
analogy with eye color breaks down) it may oc- 
cur in an organ found only in one sex, so that the 
line of descent may be broken. For example, 
cancer of the breast is seldom found in men, can- 
cer of the uterus never. If a mother with breast 
or uterine cancer has only sons, it is impossible 
for her children to show her disease, even though 
these cancers may have a strong hereditary basis. 
These sons, in turn, may transmit the hereditary 
determiners to their daughters who may then 
show the cancers, or to their sons, who, in turn, 
must pass it on to their daughters before it can 
Hence, it is possible for such 
cancers to be hereditary, to pass through several 


become evident. 


generations of males who cannot show them, and 
come to light in later generations when the orig- 
inal female ancestor who had them has long been 


forgotten. 


Fifth, cancer occurs for the most part late in 
life. Hence a mother who would have developed 
breast cancer at fifty-five, died of typhoid or of 
She had passed 
on to her daughter the factors for breast cancer, 
and the latter, living in a generation when puer- 


puerperal fever at thirty-three. 


peral fever and typhoid have been largely elim- 
inated as a cause of death, lives to be fifty-five and 
so develops her inherited breast cancer. Or a man 
who would have died of gastric cancer at sixty- 
two is killed in an accident at forty-seven. No 
one knows that he had the genes for gastric can- 
cer, or that he had passed them on to his son who 
lives to the age at which the cancer develops in 
him. In both cases, it would appear that the can- 
cer was not inherited but it was in both instances. 

Sixth, many persons will deny that cancer is in- 
herited but admit that they believe that a “tend- 
ency” to cancer is inherited. They are usually 
not at all clear as to what they mean by a 
“tendency.” If pressed for an explanation, they 
will usually say that cancer takes so long to de- 
velop, that it cannot be inherited, only the tend- 
ency to develop it. I will agree with them if 
they will, in turn, agree with me, that nothing as 
such is inherited, not eye color, or hair color or 
resemblance to parents, or special abilities, or in- 
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telligence, or any of the host of other traits which 
we usually call inherited. All that we inherit from 
our parents is a tiny blob of protoplasm which has 
neither eyes or nose or mind or musical talents or 
cancer. All that it possesses is a marvelous ability 
to develop all these characteristics given the right 
environment. We inherit no traits or characters 
but merely a bundle of potentialities. In that sense, 
I will agree that cancer is not inherited, only a 
potentiality to develop cancer, provided that we 
live long enough. 

Seventh, one often hears a pseudo-scientist state 
that although cancer in mice is undoubtedly in- 
herited, this is because mice are inbred; but can- 
cer in man is not inherited because he is a mon- 
grel. This is a stupid fallacy which shows that 
the speaker does not know what is meant by an 
inbred strain or by heredity. Inbreeding does not 
create cancer, it does not create heredity; it merely 
enables the observer to separate out more ade- 
quately what effects are due to heredity, what to 
environment. 

Let us, for example, divide 100 mice into two 
groups. They come from an inbred strain in which 
every mouse is genetically indentical with every 
other mouse. We now subject one-half of them 
to smoke, and determine whether the incidence of 
lung cancer is higher in them than in the control 
group of mice which had not been subjected to 
smoke. If there is a difference we say that the 
difference must be caused by the treatment since, 
hereditarily considered, the mice are identical. 

If we try a similar experiment in man and divide 
100 men into two groups and have one group 
smoke and the other not, and if there is a differ- 
ence in the incidence of lung cancer after the 
experiment, we cannot say that this difference 
was definitely caused by the treatment. We do 
not know how many of the men who smoked and 
developed lung cancer would have done so any- 
way without the smoking, and we do not know 
how many of the men who did not smoke and did 
not develop lung cancer would not have developed 
it even if they had smoked. We are not much 
further ahead in finding what part the smoking 
played, and how much of a role the differing 
hereditary makeup of the men played in deter- 
mining who did and who did not develop lung 
cancer. Just because your heredity differs from 
mine, does not preclude your having inherited 
your facial and bodily characteristics from your 
parents, or me from having inherited mine from 
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my parents. Man’s mongrel inheritance make: jt 
more difficult to assess the relative roles of hered- 
ity and environment; inbreeding makes it easy; 
its chief role is in allowing you to have your cake 
and eat it too. 

Finally, an inherited trait may be profoundly 
influenced by external factors. For years, a pop- 
ular subject for high school debates was the old 
topic: Is heredity or environment the more im- 
portant? Both are indispensible; one cannot exist 
without the other. In some instances one plays a 
more pronounced role than the other but both 
are present. So the fact that some cancers may 
be produced experimentally does not prove that 
other cancers are not hereditary. 

With this preliminary explanation of some of 
the interpretations to be placed upon the term 
hereditary, we may ask: “How can a knowledge 
that at least some types of cancer are inherited 
serve either to prevent cancer or to assist in early 
treatment?” Let me tell you of some of the cases 
I have come across in my work, and you will 
see how a knowledge that certain forms of cancer 
are prevalent in your family may assist you either 
in preventing it in yourself, or in having it diag- 
nosed at the earliest opportunity once it has de- 
veloped. 

A nurse told me that her mother and three of 
her mother’s sisters had died of ovarian carcinoma. 
She was thirty-eight and afraid that she, too, would 
succumb. She was not married, she had no in- 
tention or perhaps no prospect of being married, 
and even if she had, would hardly have started a 
family at that late age. I proposed that she have 
both ovaries removed and take hormones. She 
might develop some other type of cancer, but 
unless it had already started, she would be guar- 
anteed not to die of ovarian cancer. 

Another woman asked her surgeon to do a com- 
plete hysterectomy on her, as eight of her imme- 
diate female relatives had developed cervical can- 
cer. Can you blame her? But it is not in the 
field of such radical prevention that most of the 
benefit will be obtained. One can hardly say that 
because one’s father died of lung cancer, one is 
ready to undergo removal of both lungs; or that 
because your mother died of primary cancer of the 
liver, you want to dispense with your liver. It 
depends on the organ in which the cancer arises 
as to how much prevention can be accomplished. 
either because that cancer is inherited, or merely 
because we have diagnosed it early. When the 
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organ is one that is indispensible, it is better to 
risk the chance of dying of cancer in the future 
than accept the certainty of dying without that 
organ in the immediate present. Rather it is in 
the field of early diagnosis (which we may have 
to admit may still be too late) that a knowledge 
of heredity in certain forms of cancer may play 
its greatest beneficial role. 

An attractive woman of forty-eight agreed to 
give me her family history to assist in my research 
program. She knew that she had breast cancer, 
that she had gone for treatment too late, and she 
wanted to do something to help others. This 
shows that she was intelligent, and would have 
acted more quickly than she did had she not been 
handicapped by lack of two pieces of knowledge; 
(1) that breast cancer tends to be found more 
often in the female relatives of women who them- 
selves have breast cancer than it is in the general 
population; and (2) that three of her close rela- 
tives had died of breast cancer. She discovered 
a lump in her breast just before the rent restric- 
tions were lifted in July, 1947. Her family had 
to move, and she said, “There are no cases of 
breast cancer in my family, so this is probably 
a benign affair, and I simply have to find them a 
place to live. I will attend to this lump later on.” 
Later on, in her case, meant after she had packed 
and moved and unpacked and got her family set- 
tled in her new home: “later on” meant “too 
late.” I took her family history with the names 
of all her close relatives, the dates and places that 
they died, and then verified all the causes of death 
by obtaining the original death certificates. I found 
that a paternal aunt, a maternal aunt, and an old- 
er sister had died of breast cancer. But because 
some members of the medical profession believe 
that it alarms the members of the family to be told 
that a relative has died of cancer, each one of 
these deaths had been reported to the family as 
caused by something not cancer. The sister who 
had died just three years before, had an inoperable 
breast cancer, and had been reported to the fam- 
ily as having died of heart trouble. Had the wom- 
an I interviewed known that her two aunts and 
sister had died of breast cancer she would have 
not delayed finding out about that lump until her 
family was settled. 

Another woman wrote to me that four of her 
mother’s sisters had died of breast cancer, a fact 
which I verified. She asked what she should do. 
I pointed out that all women should have yearly 
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examination at least for the most obvious types 
of cancer to which women are prone, namely 
uterus and breast. With a family history of that 
sort I urged her to have her examinations at least 
every six months. 

A third woman whom I contacted had her 
breast removed for cancer. The surgical report 
stated that no evidence of metastasis had been 
found. The woman reported that a sister had 
died ten years before with breast cancer, and that 
she had been very careful ever since to have not 
only examinations by the physician every six 
months but to examine her own breasts at frequent 
intervals. She had thus discovered the lump when 
it was very small, and had it removed immediately. 
I could duplicate this story, as well as the one in 
which the woman did not know of her family hav- 
ing cases of breast cancer, many times. 

But let us turn to some other types of cancer. In 
a small town a man died of rectal cancer at the 
age of thirty-four. He left a wife and four small 
daughters ranging in age from ten to three. About 
seven or eight years later, the oldest daughter, then 
about eighteen, and her next oldest sister started 
having rectal distress, which their physician diag- 
nosed as mucous colitis. They were treated for 
this for about five or six years. In the meantime, 
the third sister developed mucous colitis, and the 
family also moved to another town. Here they 


-went to a surgeon who fortunately appreciated 


the significance of the family history. All three 
daughters were examined and all three were found 
to have rectal cancer. The oldest girl, who was 
now twenty-six, was too far advanced in the dis- 
ease to live long after her operation; the second 
girl survived her operation for about six months. 
The third daughter was apparently diagnosed in 
time, and when I was last in contact with the fam- 
ily had returned to her duty as a graduate nurse. 
The fourth daughter, at that time nineteen, told 
me that she intended to have semiannual exami- 
nations for rectal cancer. 

In my work, I frequently desire to correspond 
with the relatives of the patients whom I have con- 
tacted. If I do not have their address, I write 
to the Chamber of Commerce of the city in which 
they live for their street address. A few days ago 
I received an answer with the wanted addresses 
and also a personal letter, in which the secretary 
of the Chamber of Commerce gave me his own 
history. ‘Twelve years ago his sister had died of 
rectal cancer. Eight years ago his mother had 
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died of the same thing. This is a little unusual in 
that the parent died of the cancer after the child 
had shown it first. For the past five years this 
man had been treated for various ailments of the 
gastrointestinal tract, but not once did the physi- 
cian examine him to see if he had rectal cancer. 
After five years, he had an operation for the re- 
moval of a benign tumor from his colon, but again 
the doctor did not tumble to the obvious diagnosis 
The man 


continued to go down hill, and finally got into 


and look for a possible malignancy. 


the hands of a specialist who had sense enough 
to examine him for the presence of cancer of the 
bowel. The cancer was found, the segment of 
bowel removed, and today the man is feeling very 
well. But think of what might have been saved 
had the first physician had even a faint apprecia- 
tion of the hereditary nature of that type of rec- 
tal cancer. Polyps of the bowel are almost inev- 
itably followed by cancer if the patient lives long 
enough. 

Another very interesting family history was one 
in which there was a marked concentration of 
stomach and rectal cancer. In a family of seven 
children, five died of cancer of the stomach. One 
of the brothers so affected had six children, two 
of whom died of cancer of the stomach and rec- 
tum respectively. One of the sisters so dying had 
ten children. Three of these had died of stomach 
cancer, one of cancer of the colon. A fifth sister 
had a polyp removed from the rectum at a sup- 
posedly reputable hospital. I wrote for the patho- 
logical report, and was told that the surgeon had 
not considered any possibility of malignancy, and 
so no microscopic examination was made of the 
tissue removed at operation. You can imagine 
what the prognosis is for that woman; if she does 
nature of polyposis of the bowel and the ensuing 
her rectal cancer which undoubtedly will develop 
on polyps that were left in the intestine. The 
polyps removed might have been benign but any 
surgeon, even remotely aware of the hereditary 
nature of polyposis of the bowel and the ensuing 
malignancy, would have felt obliged to have a 
microscopic examination made and in the face of 
a history of twelve close relatives dying of cancer 
of the stomach or rectum, would certainly have 
examined that woman more carefully and _ prob- 
ably would have removed the affected segment 
of the bowel rather than just one polyp. 

A man in New York was operated upon for gas- 
tric cancer at the age of fifty-four. His fifty-two- 
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year-old brother called to see him, and was dis- 
tressed deeply that cancer had appeared in their 
family. He confessed to the surgeon his obses- 
sion that he too might have cancer. The surgeon 
advised him to forget about it, but he could not, 
The surgeon then said he would relieve his mind 
on the matter and give him an examination to 
prove that he did not have cancer. The exam- 
ination revealed, however, that this brother also 
had gastric cancer and he was operated upon 
within a few days of his brother’s operation. 
The surgeon found that there was a third brother, 
aged fifty, and sent for him to give him a thorough 
examination. Fortunately, in this man there was 
as yet no gastric cancer, and it may be that he 
never will develop it, but as the surgeon remarked 
to me, “I am having him in for examination every 
six months, and if he does develop it, I will dis- 
cover it before he ever has had symptoms from it.” 
Here is a chance for really early diagnosis. 

If one member of a family has had gastric can- 
cer, it should make both the patient with vague 
symptoms of indigestion and his physician more 
alert to the possibility of cancer. If one member 
of the family has already had rectal cancer, the 
first evidence of chronic constipation or bleeding 
from the rectum should send the next member at 
once to the physician for an examination instead 
of to the medicine cabinet for a laxative. 

Some of the rarer types of cancer show marked 
heredity, such as cancer of the eye, known as ret- 
inoblastoma. The first evidence of that in the 
eyes of a second child in a family in which a for- 
mer one has already developed the disease, should 
send the parents to the physician in haste. 

Not all cancers, however, show such definite 
evidence of heredity. At present, lung cancer in 
man does not show any tendency to develop in 
several members of a family. This may be caused 
by lack of diagnosis in many instances or it may 
be that lung cancer is one in which the environ- 
mental role is predominantly strong. 

As will readily be recognized, this role of hered- 
ity in cancer control means that someone in the 
family must be the first to have the disease, and he 
will have had no close relative whose cancer makes 
him aware of the significance of his symptoms. He 
will be no worse off, however, than those who do 
not believe in heredity in cancer. They do not 
accept the tips they have from other members who 
may have had it. Moreover, life is like that; there 
always has to be a tragedy of some sort before 
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we take preventive measures. We know the dan- 
ger of fire in a hotel, but there has to be a series 
of disastrous hotel fires with great loss of life be- 
fore the public becomes aroused enough to demand 
adequate fire escapes and fire protection. There 
always have to be a number of deaths at a bad 
railroad crossigg, before the overhead pass is built. 
So there will always have to be a first death from 
cancer in a family before the other members are 
made aware of an increased liability on their part 
to develop it. 

Finally, many people ask me if I do not con- 
Not at all. 
When we consider that one in every seven of us 


sider this outlook very depressing. 


will develop some sort of cancer before we make 
our final exit, a belief that cancer is inherited does 
not deepen the gloom. It merely points out what 
types of cancer we are more likely to develop 
should we be the one in seven. My father died of 
rectal cancer at age seventy-four. My great fear 
is that I am not going to be allowed to live to 
develop my rectal cancer at seventy-four, but will 
be killed by some reckless fool behind the wheel 
of an automobile years before that time. 

Cancer is often a painful and always an expen- 
sive way to die. Anything we can do to prevent it 
or to save the patient who has already developed 
it from suffering pain and dying of it will be 
infinitely worth while. But let us not forget that 
a person saved from one type of cancer is a per- 
son saved to die of some other disease or some 
other type of cancer at a later date. We can 
battle Death on many fronts; we may have many 
temporary victories, but in the end Death always 
wins. About a year ago, I read an article in a lay 
magazine stating that if we put as much money 
into a study of cancer and all chronic diseases as 
we did into armaments, we could eliminate all of 
them as we are now eliminating acute infectious 
diseases; that the time might even come when 
we could eliminate all the effects of old age it- 
self. Now I hold these truths to be self-evident. 


1. Man cannot live forever; therefore, Man 
must die. 


2. If Man must die, he must die of some cause, 
accident, acute infection, chronic disease or 
old age. 


3. If we eliminate all causes of death, Man will 
ultimately have to die of old age. 


(Continued on Page 476) 
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Carcinoid of the Colon and 
Rectum 


A Representative Group of Three Cases 


By James A. Ferguson, M.D. 
Grand Rapids, Michigan 


ARCINOID TUMORS may occur any place 

in the gastrointestinal tract and have been 
a matter of record for many years. For an ex- 
tensive review of the literature regarding carci- 
noids in general, the reader is referred to the 
excellent paper of Pearson and Fitzgerald? and 
its thorough bibliography. 

Carcinoid tumors of the colon and rectum, 
alone and exclusive of the appendix, are 
relatively uncommon though not rare. Horn,! 
including his own cases in a critical résumé of 
the literature on this subject, reports the follow- 
ing occurrence and distribution: 


No. of Cases 
Cecum and ascending colon. ........................ 'D 
TE SEE | detornierreentnaerienenccindiens 2 
BE WEED icucdicuccanieaniaeensaenes 2 
SE ‘ccosuaeicieeanaialablgugaauaiomaecaebeenatel 59* 
THE, | ictisissenabeccleeekpiedinibaiacindiniatedameabiasna 78 


*Including three cases mentioned by Dr. Robert Horn 
in personal communication. 


It is the purpose of this paper to promote 
awareness of carcinoid tumors in the large bowel, 
to emphasize the fact that diagnosis may not be 
easy and may depend upon a consensus among 
pathologists and to stress the prognostic impor- 
tance of accurate diagnosis. A group of three 


cases is illustrative. 


Carcinoid of the Rectum 


Case 1.—C. A., a_ twenty-five-year-old white man, 
was examined July 13, 1949. The patient’s only com- 
plaint was pruritus ani, but proctosigmoidoscopic re- 
vealed a clinically benign, sessile polpy at 15 cm. The 
polyp was entirely removed with biopsy forceps for 
pathologic study. Barium enema with double contrast 
was entirely negative. 


Pathologic Diagnosis——A startling report of “adeno- 
carcinoma” was made on the tissue removed. Because 
of the obvious implications of this diagnosis, pathologist 
A recommended consultation with pathologist B, who 
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therefore submitted to pathologist C, who made a 
diagnosis of “carcinoid.” 

Periodic examinations to include proctosigmoidoscopy 
and double contrast barium enema were recommended, 
and the patient, last seen December 12, 1951 (two 


years later), is entirely asymptomatic with no evidence 
of disease. 


Carcinoid of Transverse Coion 


Case 2.—B. L., a fifty-three-year-old white man, was 
admitted to the hospital December 28, 1950, with 
complaints of rectal pain and soreness, mild intermittent 
abdominal cramping, and weight loss of 35 pounds, all 
of approximately one year’s duration. 

Barium enema studies revealed a “large annular 
intrinsic neoplasm of the right transverse colon.” 

Operation revealed a massive neoplasm of the right 
transverse colon with heavy involvement of the mesocolon 
but curiously absent signs of any distant spread what- 
ever. The ascending colon and right half of the trans- 
verse colon were resected on December 30, 1950, and 
ileocolostomy was performed. 

Pathologic Diagnosis——Carcinoid of the transverse 
colon. 

Comment.—There are only two cases of carcinoid of 
the transverse colon on record! and because of its great 
rarity, pathologist A submitted the tissue to pathologist 
B, who made a diagnosis of “adenocarcinoma.” The 
tissue was therefore submitted to pathologist C (actually 
a reviewing board) who diagnosed the tumor as 
“malignant carcinoid.” Argentaffine granules in the 
tissue were demonstrated in support of the diagnosis. 

Progress of Patient—-The patient recovered un- 
eventfully and now, one year later, has gained 10 
pounds, is asymptomatic and shows no_ general, 
proctosigmoidoscopic or roentgenologic evidence of 
disease. 






Carcinoid of Cecum 


Case 3.—H. L., a fifty-four-year-old white man, was 
admitted to the. hospital November 28, 1949, for re- 
section of a cecal lesion which had been found on a 
routine barium examination prior to proposed hemor- 
rhoidectomy. The patient had had no gastrointestinal 
symptoms. 


Operation revealed a firm tumor in the cecum with 
local mesocolic extension and no distant spread. Right 
colectomy with ileo-transverse colostomy was done three 
days later. The patient’s recovery was uneventful. 


Pathologic Diagnosis——Carcinoid of the cecum. 


Comment.—For the sake of consistency only this tissue 
was submitted to pathologist B, whose opinion was also 
“carcinoid.” 


Progress of Patient——-The patient was last seen 
December 11, 1951, two years after his operation, was 
entirely asymptomatic and showed no clinical, procto- 
sigmoidoscopic, or roentgenological evidence of disease. 
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made a diagnosis of “carcinoid,” and the tissue was 





Discussion 


It is rightly pointed out by Pearson and Fitz- 
gerald that all carcinoids must be considered 
malignant. The peculiarly phlegmatic nature of 
these neoplasms is tremendously different from 
adenocarcinoma and prognosis is infinitely better. 
Had the diagnosis of adenocarcinoma been 
accepted in Case 1, a radical, mutilating, opera- 
tion would have been the procedure of choice 
and the patient may have lost his rectum to 
eradicate a lesion which is generally thought to 
be of local significance only. On the other hand, 
if the diagnosis of adenocarcinoma had been held 
in Case 2, the physician’s critical evaluation of 
the patient’s prognosis for morbidity and mortality 
would have been profoundly inaccurate. Case 
3 is added to point out the diversity of location of 
these tumors in the large bowel. 


The argentophilic properties of these tumors 
is well known by pathologists, but the absence of 
silver granules in the specially prepared stains 
does not obviate the diagnosis and oddly enough 


is rarely if ever seen in the group of rectal 
carcinoids.*® 


Though many carcinoids of the large bowel 
have undoubtedly been recognized and not re- 
ported, it is also probable that the existence of 
some has escaped attention under the diagnosis of 
carcinoma. Erroneous diagnosis may also explain 
why some “carcinoma” patients mysteriously ex- 
ceed by many years an estimated poor prognosis. 


Summary 


Attention is recalled to carcinoid tumors of the 
large bowel by a group of three cases. Carcinoid 
may be difficult to diagnose and should be 
suspected when atypical neoplasms are seen. One 
case of carcinoid of the transverse colon is added 
to the records of this rare entity. 


Accurate pathologic diagnosis is vital to the 
selection of proper management and to prognosis. 
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Home Care of Cancer 
Patients: Psychiatric 
Problems 


By Harrison Sadler, M.D. 
Detroit, Michigan 


r ORDER to prepare myself for this talk I 
began (psychologically) some weeks ago to 
immerse myself in cancer. I decided to review 
the medical journals of the past year and so 
searched carefully through the Quarterly Cumu- 
lative Index Medicus, briefly noting 350 articles 
per month and, cumulatively, 1,200 articles. 
There was none at that time on the problem 
which we are considering today. Since then there 
has appeared in the August, 1951, issue of The 
Journal of the American Medical Association, an 
article which I commend to your attention.” 

In order, further, to immerse myself I spoke to 
nurses and medical students who con- 
stantly were seeing cancer patients. 


doctors, 
To my query: 
“Tell me a little bit about some of the problems 
that you noticed,” all began with: “Well, 
—‘T remember one 


it is 
according to the patient”—or 
“T use 
I then 


visited patients and noted all varieties of re- 


case that stands out in my memory”—or— 
such and such a drug or technique.” 


actions. 
Here is a man with carcinoma of the spine, 
. - @ . 

crying out constantly in pain, 


”° 


“How can you let 
me suffer this way?” Here is another with similar 
pain, “What did I do to bring this on?” And 
here is another tolerating his pain with seeming 
equanimity, revealing to me that this was his 
punishment for an act committed long ago. 
Here is a patient contemplating suicide and 
here another who found at last religion, and 
another “the cure.” 
noma of her face. 


There was a lady with carci- 
So disturbed was she by this 
that she would not let anyone see her but her 
daughter. »’ she said, moved by 
an old vanity and feeling of shame. 

I thought: Certainly nothing happens to an 
individual without being drawn into his mental 
conflict. 


“Tt is so horrible 


Disease (cancer here) seems to represent 
something which disturbs the mental equilibrium. 
Thus, our patients manifested old, neurotic con- 
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flicts which rose to the surface in this present 
situation. Then, old personality problems are 
given full display. 

Here was a patient with a cancer diagnosis who 


secluded himself in his room, depressed and say- 


ing, “What is the use, I’m all done.” Here was 
another with a similar diagnosis who worked all 
the harder, “Sure it is bad, but no use letting it 
get me down.” 

I saw that illness demands a new investment 
of emotional energy if mental balance is to be 
restored. Former interests were often im- 
poverished (friends, work, hobby, et cetera.) I 
noted that often the nurses called this increased 
self interest and reflection a psychological prob- 
lem. I was consulted often about these problems. 

I observed that, generally speaking, patients 
and their medical attendants (i.e., their family, 
friends, nurses, doctors) seemed to display greater 
concern if the organic system involved was one 
which was greatly charged with emotional energy, 
such as the brain, the eye, the sexual organs. 

I came away from this general experience with 
a few observations which may be helpful to share. 

1. There is a variety of techniques for dealing 
with special problems, such as morphine for pain, 
electroshock for depression, occupational therapy 
for reinvesting emotional energies. 

2. That illness serves to disintegrate the per- 
sonality and allow previously renounced conflicts 
to emerge in full flower, such as guilt, rage, hate, 
self condemnation. 

3. These (or attitudes) which 
emerge are often referred to as problems by the 
medical attendant, and the patient is cajoled, 
blamed, accused or threatened to give them up. 

4. I could not help observing that all of us 
have characteristic ways of reacting to threats 
(such as illness), 


attributes 


that our individuality is as 
characteristic of us as are the qualities of things 
in our object world: We 
acquire these characteristics as necessities in our 
growing up, just as the young sapling which was 
scarred by a knife bears the marks when it becomes 
a tree. I was forced to accept this truth in my 
patients and myself. 

The psychological problem seemed, in all in- 
stances above, to consist of two parts: 

1. The mental dis-equilibrium in the patient 
brought on seemingly by the knowledge of having 
cancer. 

2. The patient’s attempt to stabilize this dis- 


stones, trees, leaves. 
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equilibrium by mental means, regressing to depres- 
sive state, assuming passivity, blaming others, 
turning to religion. 

I must caution you that we should continue to 
pay attention here to the broadest principles. In 
the short time allowed, we must not delude our- 
selves and turn our gaze to special problems. If 
we do, we shall end up examining bits and 
particles of the problem such as: If this is so, 
then you do this. For example, the question is 
asked: “Should the patient be told if he has 
cancer, and if she should be told, when?” You 
know how complicated the answer to this prob- 
lem can be, and each time I have asked it or 
have been answered I always hear that one must 
first examine the patient, make sure that he has 
cancer, then pay attention to the kind of in- 
dividual he is. 


Then will you allow yourself for the moment 
to consider with me that the common denomi- 
nator in our present concern is that there are 
present two human beings (the patient and his 
medical attendant) concerned with what is called 
a problem? This psychological problem concerns 
not the illness itself, that is, the cellular growth 
or the discontinuity of the bowel, but these 
human beings and their disturbed mental 
balance: Their mutual fears, anxieties, doubts, 
guilts. It has previously been noted that the 
doctor’s trust or mistrust of his patient, his fears 
or his dislike of his patient, as well as his positive 
feelings toward him, are factors which often 
determine how well or how poorly the patient 
responds to the medicine he prescribes, the treat- 
ments he administers, or the operations which 
he performs. In the mind of his patient, these 
are often his medicines, his treatments, his 
operating procedures.' 


I remember one situation in which I visited a 
patient. The patient had cerebral manifestations 
with loss of memory, cloudy consciousness and a 
depressed reaction, because, as she stated so many 
times, “I am not all here.” The physician was 
forced to tell her, because of his own anxiety, 
“You will be all right, this will pass away, you’ll 
be grand again.” This disturbed her more than 
She said, “He really 


doesn’t understand me at all.” 


her progressive illness. 


If you have followed the presentation closely, 
I am afraid that you, too, will have arrived at 
the conclusion which I was forced to accept; not 
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because I wanted to, but because it was so 
apparent from what I saw. The patient and 
his medical attendant each have a characteristic 
personality. The medical attendant, however, is 
the therapist and he is charged to represent health. 
He has as his first responsibility, to be aware 
constantly of his personality manifestations and 
to represent in his attitude only healthly mani- 
festations. Generally, this can be summed up by 
stating that he must respect his patient’s in- 
dividuality, that is, his illness, his symptoms, his 
gripes, his hostility—all of his personality. Often, 
unknowingly, he takes the side of the _ illness 
against the patient. 


I use the word respect a great deal (too often, 
I am sure), assuming that it is completely under- 
stood. I refreshed my memory in Webster before 
I came here this morning. It means to have a 
deferential regard for, to hold sacred, inviolable, 
to pay attention to. Now, see how difficult it is 
to respect. That is, to hold sacred a patient 
accusing you of allowing-such a thing to happen 
to her, or that you are a poor nurse, or a poor 
doctor. Respecting that she spends day after 
day in a depressed mood, wondering what she 
did in her life to bring this on, or that she 
secludes herself from sight and refuses to have 
anyone see her. It is difficult for us to see this as 
necessary for our patient. I am afraid that these 
demands on the medical attendant often arouse 
feelings of counter hostility, accusation, con- 
demnation, or simply a denial, such as the 
physician who said, “Oh, you will be fine.” If 
we respect them, we see them as necessary for 
this particular individual. Only then can we en- 
dure, tolerate and represent cheerful attention. 
We then begin to give the same amount of respect 
to the psychological problems as we give to the 
cell growth. Neither is removed by our wishing 
it. 

You may take it from me that one’s attitude 
can be therapeutic in itself. It has been said 
that in many instances, the attitude of the medical 
attendant is as potent a factor in the medical 
therapy as the prescribed medical medications or 
surgical procedures. In other instances it is a 
most powerful instrument in the armamentarium 
of the physician.‘ Please do not take it for 
Strive consciously to be aware con- 
tinuously of it and to improve it to the best of 


eranted. 


(Continued on Page 476) 
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Home Care of. Cancer 
Patients: Nursing Problems 


By Hulda Edman, R.N. 


Detroit, Michigan 


_ GIVE ADEQUATE nursing care to the 

cancer patient in his home is a daily challenge 
to our skills, resourcefulness and patient per- 
It is a good opportunity to bring com- 
fort to the patient and family alike. The nurse 
finds in this service rich rewards and _ lasting 
satisfactions. 


sistance. 


To be successful, she needs a variety of simple 
and complex nursing skills as well as an adequate 
knowledge of general human biology in order to 
understand the physiological and _ psychological 
factors which affect the cancer patient. She needs 
to have a sound philosophy of life, information of 
community agencies and how each can contribute 
to the patient’s welfare. She needs to know how 
to participate as a member in the working team; 
namely, patient, family, physician, public and 
private agencies and nurse. Likewise, she needs a 
hopeful attitude toward the disease if she is to 
be an effective nurse. Accurate up-to-date knowl- 
edge regarding the prevention, the diagnostic pro- 
cedures and the treatment of cancer helps to 
generate such an attitude. Finally, a long-term 
view of chronic disease should be a part of her 
working equipment. 

Nursing care of the cancer patient is much the 
same wherever he is—hospital or elsewhere. How- 
ever, some nursing problems may be brought more 
clearly into focus because he is in his home. A 
desirable aspect of home care is that it is possible 
to achieve individualization of the patient’s care. 
Can it be said without much fear of contradiction 
that the patient is better off in his home when 
the necessary care can be given there? What is 
it that makes the home the most desirable place 
for care of the patient with a long-term illness? 

A good nurse today knows the important part 
food plays in health and disease. 
faces the and 
especially cancer, soon realizes the difficulties in 


The 


Anyone who 
problems of long-term illness, 


maintaining an adequate nutritional status. 





Presented at Third Michigan Cancer Conference, 
East Lansing, October 12, 1951. 
Miss Edman is Cancer Nursing Specialist, Visiting 


Nurse Association, Detroit, Michigan. 
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loss of appetite, pronounced likes and dislikes, and 
the apathy of the patient all aggravate as well as 
In addition 
to these considerations, there are special ones in 


complicate his dietary management. 


relation to the location of the cancer which play 
such an important part in this aspect of his care. 
The patient with cancer of the mouth may re- 
quire that his food be lightly seasoned or flavored, 
sometimes in liquid form but always adequate in 
calories and all food elements. Stomach cancer 
destroys digestive glands; therefore, protein diges- 
tion is disturbed with consequent necessary ad- 
justment in meal planning and preparation. The 
growth may encroach on the openings or cut down 
on the capacity of the stomach, thus cutting down 
to a marked degree the form and the amount of 
nourishment that can be taken at any one time. 
When the liver is involved, fats may need to be 
emulsified or taken in smaller amounts. Anemia 
is a common complication, and the visiting nurse 
assists the “home nurse” to plan a diet rich in 
iron and protein. Profuse drainage depletes the 
body stores of protein; an imbalanced digestion 
makes for poor use of food elements, minerals, and 
vitamins. Diet evaluation with adjustment to 
meet the patient’s needs not only promotes or 
restores physical vigor and temporarily controls 
or lessens weight loss but adds to the patient’s 
feeling of well being. 

Perhaps there is no care which is as satisfying 
We would 


all agree that keeping him clean and dry, turned 


to the patient as good bedside care. 


frequently, maintaining good body alignment, all 
make for bodily comfort. Irrigating the colostomy 
and bladder, if indicated, as well as ulcerating 
areas, or changing dressings often enough to con- 
trol odors and care for drainage is essential since 
families as well as patients are very distressed over 
these odors. There is ample evidence to support 
the fact that the well-cared-for patient requests 
and requires less drugs to control pain. Such 
drugs usually destroy the appetite and interfere 
with normal bowel action and thus add to the 
patient’s discomfort and complicate the nursing 
care. 

For a great many cancer patients, physical 
therapy is another important part of their nursing 
care in order to prevent crippling or to restore 
muscle function. This is particularly true in 
radical breast surgery where certain muscles of the 
chest have been removed. ‘The exercises recom- 


mended by the physician and initiated in the 
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hospital must be continued in order to insure 
steady progress in convalescence. Prolonged disuse 
of the arm is likely to cause a fixation of the joint, 
a difficult condition to undo. Good nursing care 
of this kind of patient aims at maintenance of the 
use of the arm. Amputees need to be taught how 
to use crutches and artificial limbs. Helping these 
patients to be active and useful again is a great 
asset from any point of view. From the community 
standpoint, the wife and mother who is again 
able to function in her special capacity, the wage 
earner who returns to a job, and the school child 
who is able to get on with his books and play are 
again independent. Of course, what such inde- 
pendence means to the individual is our greatest 
consideration, and this is true even when his 
improved state is only temporary. 

Necrosis and ulceration of tumors complicate 
nursing care wherever they occur. The ever 
widening and deepening surface lesion is a grue- 
some sight to the patient or other members of 
the family who care for him. In addition to the 
loss of body fluids and protein through the drain- 
age, the open lesion is of real concern for the 
nurse for other reasons. She knows that there 
is a great possibility for a gross secondary infection 
to occur and that it is easier to prevent infection 
than to overcome it. It is usually necessary for 
the “home nurse” to change dressings between the 
nurse’s visits, consequently, she must be taught 
how to sterilize dressings and to use a good 
technique in handling them. The control of 
infection in cancer usually results in an improved 
general condition—better appetite, better sleep, 
less pain, et cetera. Then, too, the ulcerating 
lesion has a real potential for sudden, severe 
hemorrhage—more so in treated cancer than in 
the untreated lesion. The visiting nurse is 
cognizant of this possibility and in the event that 
it does occur prepares the family for proper action 
such as keeping the patient quiet, reassuring him, 
calling the physician and applying pressure if the 
bleeding area is accessible. 

For some cancer patients, their experience with 
radiation reaction from a first series of x-ray treat- 
ments comes while they are at home. Much can 
be done to allay their fears when the skin turns 
to a dark plum color on the ninth or tenth day 
after treatments have started. It is equally im- 
portant that adequate instruction be given in 
interpreting the orders given by the doctor for the 
purpose of soothing the annoying burning and 
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itching. Also, it is necessary that the patient be 
taught to take over his own care, if at all feasible, 
in order that he be kept more comfortable. This 
is particularly so in the case of mouth care, when 
hourly rinsing or irrigations may afford the 
greatest relief. 

What real contribution does the nurse make 
to the patient’s care when she does these things 
for him or the family? Should the patient or his 
family ever be taught to share in his care? What 
are the advantages of “self-help” for any patient? 

Naturally it is very important for the nurse to 
give care until the patient’s strength returns or 
until a psychological adjustment to his illness 
occurs. Another great advantage to the patient 
allows for building a relationship that will result 
in his acceptance of the nurse’s instruction, 
currently or later. There are definite advantages 
to the nurse, too. While giving care, she has an 
unsurpassed opportunity to learn to know the 
patient as an individual, his personal needs, his 
frustrations, his fears, his- hopes and his reaction 
to his family. Likewise, there is usually an oppor- 
tunity to learn to know the family and how the 
patient and the patient’s illness affect them. The 
patient, plus his environment, must be reckoned 
with since his improvement may be materially 
hastened or retarded because of elements in the 
home situation. Evaluation of all these factors 
plays an important part when making nursing 
care plans. Patient and family should be taught 
as soon as feasible to take over all of those aspects 
of care that they can safely assume. Teaching 
others is one of the nurse’s most important func- 
tions, and what better time is there than at the 
bedside while giving care? In this way it is 
possible for the patient to be kept comfortable 
between the nurse’s visits. Personal independence 
of the patient is a potent morale builder. The 
nurse, however, maintains as close supervision as 
the situation indicates, assists the physician and the 
family with new problems as they arise, and 
stands ready to assume active care when again 
needed. 

As many of you know, the Detroit Visiting 
Nurse Association has for several years shared in 
the basic training of student practical nurses by 
giving them experience in the home care of 
chronically ill patients. Under a grant from the 
American Cancer Society, experience with cancer 
patients has received emphasis. When patients 
or their families require more care than can be 
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given on a visit basis, practical nursing students 
are assigned in homes for four- or eight-hour 
periods. We call this “placement service.” They 
are placed only where the experience has educa- 
tional aspects for them. In these situations the 
student is responsible first of all for the nursing 
care of the patient. At all times she is under the 
direction and supervision of a professional staff 
nurse. Also, she prepares meals for the patient and 
sometimes for the family, cares for children, and 
does minor household duties. As a rule students 
do not stay in any one home for more than one 
week. From April 1, 1950, to April 1, 1951, 85 per 
cent of the students had placement experience, 38 
per cent of which was with cancer patients. About 
three-quarters of their time in the home was spent 
in nursing, one-quarter in home management ac- 
tivities. In many instances this kind of service has 
brought enthusiastic response from patients and 
family members because it has afforded more ade- 
quate care for the patient, has given the “home 
nurse” some much needed rest and has brought 
comfort to all of the family. Student placement 
service has made it possible for some of our patients 
to receive convalescent or terminal care at home— 
the only other alternative being care in the hos- 
pital or a nursing home, away from the family 
members who are the most concerned over their 
welfare, and at a cost which is prohibitive to 
most families. 

I do not mean to imply that home care is always 
indicated, but rather that when adequate medi- 
cal and nursing care can be given at home and 
there are no other contraindications, patients usu- 
ally are much happier at home, and the student 
placement has often been the factor that made 
good home care possible. 

Sometimes, of course, it is important to have 
the patient nursed with a more objective approach 
such as may be available in a hospital. Also a 
terminal illness may be too shocking for young 
children to observe, and for this reason it is de- 
sirable to have the patient hospitalized. However, 
if adequate nursing care can be given at home, 
it is far less costly, an item to be reckoned with 
in most families. 

In the foregoing comments I have been con- 
cerned with the major aspects of the physical care. 
No less important are the emotional problems 
which definitely influence all of the former. 
Emotional problems vary a great deal and many 
of them have far-reaching effects. The fear of 
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pain or death, or the patient’s resentment over his 
illness, may become evident through open hostility 
and rebelliousness to the nurse or any or all mem- 
bers of the family. When the nurse has estab- 
lished a good working relationship with patient 
and family members, she is in a fine position to 
work constructively with them to overcome such 
feelings. It is especially important here to have 
teamwork with all those concerned with his care 
—namely, not only the total family but also the 
patient’s doctor, his spiritual advisor, as well as 
the nurse. 

The nurse works with many patients who do 
not know their diagnosis. This often has a way 
of complicating the general situation. The deci- 
sion of whether or not to reveal the diagnosis to 
the patient is the responsibility of the physician 
and the family. Not all patients want to know 
the truth, and they certainly vary in their ability 
to accept it without undue depression. A _physi- 
cian is better able to judge how the patient may 
react to such information. Because a nurse is 
with the patient longer than is the physician, the 
patient may ask her more questions. She is at 
a distinct disadvantage when she cannot answer 
in a straightforward manner, because it creates 
a barrier to the patient’s complete confidence in 
her and to some extent may hinder his co-opera- 
tion in the treatment. Our experience would in- 
dicate that at this time, with all the depressing 
connotations that such a diagnosis holds, it is a 
moot question as to whether or not it is best to 
tell a patient his diagnosis. Certainly we have 
known patients who have been more co-operative 
about recommended treatment and follow-up be- 
cause they knew their diagnosis. There have been 
some patients with a terminal carcinoma who ap- 
preciated knowing in order to help make plans 
for their families. 

In all those homes where the patient is rejected 
or neglected because there is the belief that can- 
cer is communicable, the nurse has a difficult but 
not insurmountable problem. There are ever so 
many people who think the patient is “contami- 
nated,” and other family members either leave him 
strictly alone or indicate by word and action that 
they do not wish to expose themselves to such haz- 
ards. Or he may be neglected because the illness 
is repulsive to them. It may take a while but 
patient, persistent teaching usually corrects the 
misinformation; however, the nurse may not be 
able to resolve feelings of this nature or accom- 
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plish a change of attitude necessary to give the 
patient a sense of being wanted. 


Financial worries beset almost every cancer pa- 
tient. They permeate every aspect of his living and 
care. For those who cannot afford full or part- 
cost Visiting Nurse Association care, the Associa- 
tion is able to supply nursing service without cost. 
To get some patients and families to accept nurs- 
ing service under such conditions may require con- 
siderable persuasion. In many instances a thor- 
oughgoing review of the family’s financial assets 
and liabilities (a painful process to many) may 
give evidence of real need for public assistance. 
The nurse’s report to a public welfare agency may 
be the determining factor as to whether or not 
public assistance is granted. For those items which 
no public assistance program allows, we have 
found another agency most helpful in making it 
possible to give adequate care to the cancer pa- 
tient. The Southeastern Michigan Division of 
the American Cancer Society is a striking example. 
In addition to the making and dispensing of dress- 
ings, the large loan closet with beds, mattresses, 
pillows, bed protectors, wheel chairs, afghans, bed 
socks, bed jackets, hospital-type gowns, and vari- 
ous and sundry sick room supplies is a ready source 
for making the patient more comfortable and the 
care easier, as well as for keeping down the cost 
of the illness. When the patient needs something 
which is not already stocked, we have found quick 
and gracious action to provide it. 


The C. family illustrates many of the points I 
have discussed. Thirty-three-year-old Mrs. C., 
the patient, was referred to the V.N.A. upon her 
discharge from the hospital. She had a newly 
made colostomy and asked assistance to irrigate the 
colostomy and to change the dressing. The sur- 
gery had been done immediately following the 
diagnosis of cancer of the colon. Our nurse found 
a very disturbed household, and it wasn’t long 
until most of the following problems came to the 
surface. It was the second marriage for Mr. C.; 
his first wife had died following an ectopci preg- 
nancy. There were no children with the first 
union. Employment in a nearby plant provided 
a modest income only, so at this time he was taking 
on extra jobs. The diagnosis of his wife’s illness 
alarmed him to the point that he thought death 
was imminent. He had a morbid fear that he, too, 
would die of cancer. A tense relationship between 
him and Mrs. C. had developed because of the 
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annoying odor, and he felt that she was “contam- 
inated.” He refused to share a room with her 
and didn’t want to be near her for these reasons, 
Activity was already under way to sell the home 
they lived in—a relatively new dwelling, her 
“dream house’’—in order to meet doctor and hos- 
pital bills. The American Cancer Society was be- 
rated because they couldn’t help him financially, 

Two active preschool children, two and one-half 
and four and one-half years of age, were demand- 
ing their mother’s love and care now that she 
was home from the hospital. She was upset be- 
cause she couldn’t give the care she was accus- 
tomed to give them. Neighbors tried to be help- 
ful in many ways, but their help was not entirely 
welcome—apparently the C’s found it difficult to 
accept this kind of attention. 

Mrs. C. was ambulatory but had not been 
taught to care for the colostomy. She gave no 
evidence that she knew the diagnosis and very 
obviously showed her distress over a mutilating 
operation as well as the unnatural body opening. 
Not having been to church for quite some time 
made her feel guilty. Her reason for not going 
was that she didn’t want to go alone with the 
children. She is a Catholic; her husband is a 
Protestant. 

Fortunately one nurse has been able to carry 
the major portion of the nursing visits. She had 
an early consultation with the surgeon and physi- 
cian in charge to obtain the diagnosis and nurs- 
ing care orders. They reported a poor prognosis. 
Conferences on special problems presented with 
her supervisor and the V.N.A. consultant in can- 
cer nursing and a discussion with county social 
welfare to determine eligibility for public assistance 
and others have been helpful contacts in making 
or revising the nursing care plans. 


Very gradually Mrs. C. began to take over the 
colostomy care. Regulation and frequent cleans- 
ing have eliminated the odor from it. Adjust- 
ments in her diet have helped to control the diar- 
rhea. 


Full-time household assistance through the Vis- 
iting Homemaker Service was arranged but is 
gradually being terminated. Mrs. C. feels quite 
well now and is anxious to take over her role as 
mother and homemaker even though the Home- 
maker Service has been most satisfactory. 


About six or eight weeks after the visiting nurse 
began seeing Mrs. C., the patient confided to her 
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that she had known the’ diagnosis all along but 
could not force herself to discuss it. Church at- 
tendance has given her a great measure of relief 
as well as help. 

The C’s now live in another house. The pro- 
ceeds from the first netted enough to settle hos- 
pital bills. Financial assistance from a veterans’ 
organization helped to make the down payment 
on another house. It was hard to give up the 
“dream house” but they have learned there are 
other more important considerations. Mrs. C. 
has admitted that there are some features about 
this place that are advantageous over the other 
Their family life is quite normal, and Mrs. 
C. appears happy and is grateful for her present 
state of well being. The prognosis at this time is 
“fairly good.” On two recent occasions she has 
discussed some future plans she and her husband 
had been making for the children in the event of 
her death. She is not despondent because she 
believes she may live for quite some time. 


one, 


Dietary guidance for the entire family has re- 
sulted in a better selection of food for all. A 
sound relationship exists between family and nurse. 
We shall continue to watch over Mrs. C., to en- 
courage medical supervision as her physician re- 
quests it and to urge immediate investigation if 
symptoms develop. 

Our experience with the P. family illustrates 
This was a 
difficult situation in which the patient, her hus- 


another kind of nursing problem. 


band, the private physician, and the visiting nurse 
composed the working team. 


Mr. and Mrs. P. are in their middle sixties. 
Mrs. P., the patient, gave a history of five surgical 
procedures since May, 1949. Two years prior to 
admission to our service she had undergone sur- 
gery and x-ray treatments for cancer of the uterus. 
Rectal bleeding developed late in December, 1950. 
Investization revealed an opening between the rec- 
tum 21d the vagina, with no evidence of cancer. 
Becau:e repair was impossible, a permanent colos- 
tomy and excision of the rectum were done in 
January, 1951. Varios complications necessitated 
two more operations and hospitalization until late 
in May. Her weight dropped from 230 pounds to 
136 pounds—height 5 feet 2 inches. She knew 
the diagnosis. 


The visiting nurse started care the day after she 


came home from the hospital. She found a quiet 


patient; helpless to such an extent that she ate 
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and drank only what was spoon fed to her. She 
had never assisted with the colostomy care in any 
way—in fact she had refused to look at the site. 
We do not know which factors were strongest in 
reducing the patient to her regressed, dependent 
state; despondency over her diagnosis or the sub- 
sequent satisfaction of having this kind of care 
given by her husband. At any rate it was an 
unwholesome situation which called for all of the 
ingenuity a good public health nurse has at her 
disposal. 

Mr. P. had been a successful automobile sales- 
man but was now staying at home to care for his 
wife. He also prepared their meals but spoon fed 
his wife each time she ate. 


Daily care was necessary at this time because 
of the unregulated colostomy and profuse drain- 
age from the posterior wound. A secondary in- 
fection near the colostomy raised her temperature 
and complicated the nursing care by requiring 
warm, moist packs daily. The patient and her 
husband refused to touch any of the dressings 
between the nurse’s visits. However, the doctor 
agreed with the nurse that the patient be encour- 


aged to help herself as much as possible. 


The extensive care required on each visit 
afforded splendid opportunities to work with these 
people. Mrs. P. wanted to lie in bed, expected 
to be waited on “hand and foot.” In two weeks 
after repeated encouragement, she did take a 
quick look at the colostomy, and in another week 
she was no longer holding her nose during the 
dressing procedure. After this there was gradual, 
though reluctant, assistance. Most of the time 


she was “too tired,” she said, to do anything for 
herself. 


To Mr. P. the nurse stressed self-help. She 
found almost as much resistance from him in this 
regard as from the patient. “Doing everything 
for her” was his mode of expressing his devotion. 
However, gradually though ever so slowly, by dem- 
onstration and gentle persuasion, both Mrs. P. and 
her husband accepted the idea of independent self- 
care of the patient. Through planning with the 
nurse he began to devise ways of encouraging Mrs. 
P. to become more active. His plans provided a 
step-by-step procedure. For instance in the mat- 
ter of feeding, he first insisted that she sit in a 
chair by a small table at the bedside instead of 
taking her meal in bed. Next it was the dining 
room, and finally she visited the kitchen. When 
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she got to this stage, she showed the first spark 
of interest in her household and started doing lit- 
tle chores. 

The final chapter of our care for Mrs. P. has 
not been written, as an occasional visit for follow- 
up purposes is being made. After three months 
of nursing visits one sees a far different picture 
than might have been expected if treatment with 
a long-term view had not been initiated. She is 
no longer the helpless, self-centered, depressed 
person that she was. All of our care has been 
directed toward restoring a very sick woman to 
usefulness in her home and in society. ‘Today she 
is up and about her home most of the day en- 
gaging in many little home-making activities. Au- 
tomobile rides are a real treat to her. While all 
of her aversion to caring for the colostomy has 
not been overcome, she does a satisfactory job of 
caring for it. 

This couple was receptive to suggestions for 
dietary improvement, and Mrs. P.’s nutritional 
status now appears to be good. One of the most 
tangible ways of restoring vigor in patients with a 
long-term illness is attention to the adequacy of 
their diet. Mrs. P.’s diet was found to be low 
in minerals and vitamins and we believe their 
favorable response to nutrition instruction was a 
factor in her recovery. 


The next step forward would consist of Mr. P.’s 
return to his job. A mortgage on the automobile 
and a large loan on his insurance needed to be set- 
tled. Mrs. P. does not yet feel able to be left 
alone, but we are confident that in a reasonable 
length of time Mr. and Mrs. P. will again resume 
their accustomed way of life. 


Available time today precludes the possibility 
of going deeper into the many aspects of the nurs- 
ing problems of cancer patients. The ones men- 
tioned are perhaps some of the more prominent 
factors which affect the patient’s nursing care. 
But for all the patients who need nursing care in 
most, if not all, of the communities represented 
here today, there are public health nurses avail- 
able, at least on a teaching basis. Flint, Grand 
Rapids, Holland, Kalamazoo, Lansing, Marquette, 
Midland, Muskegon, Pontiac, and Saginaw carry 
on a bedside nursing care program similar to that 
of the Detroit Visiting Nurse Association. In 
areas where there are no Visiting Nurse Associa- 
tions, there are public health nurses employed by 
the city and county health departments. Regard- 
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less of where the nurse serves, she stands ready 
and eager to assist the physician, his patient and 
the patient’s family in order that Michigan citi- 
zens who suffer from cancer may recover as quick- 
ly and completely as possible. 
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HEREDITY IN CANCER AND ITS 
ROLE IN CANCER PREVENTION 


(Continued from Page 468) 


4. The only way to avoid dying of ald age 
under these conditions is to die young. 


5. It would be highly undesirable, even if pos- 
sible, to keep alive an ever-increasing mass 
of old people who. would have to be sup- 
ported by the young. This, however, is an- 
other subject meriting a full discussion in 
itself. 


The most ideal way to die is, while in appar- 
ent full health, to go quietly to sleep and forget 
to wake up in the morning. For all of us, I wish 
such a happy ending. 





HOME CARE OF CANCER PATIENTS: 
PSYCHIATRIC PROBLEMS 


(Continued from Page 470) 


your ability. In dealing with psychological prob- 
lems, no one can take for granted that his 
attitude is therapeutic or that it represents health. 
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Peptic Ulcer 


Complications and Treatment 
By Sara M. Jordan, M.D. 


Boston, Massachusetts 


N ORDER to discuss the complicated ulcer, 
I one should first comment briefly on the nature 
of the simple and uncomplicated ulcer. 

Many of us who have been dealing with the 
ulcer problem for years believe that every peptic 
ulcer, if diagnosed early enough and treated in- 
tensively enough, will heal and with adequate 
care remain healed. Only in the absence of one 
or all of these conditions does the ulcer become 
complicated. We believe, therefore, that the com- 
plications of peptic ulcer are preventable. 

Secondly, there is no question but that it is 
the complications of peptic ulcer which make this 
disease a serious and often a formidable one. The 
complications of hemorrhage, perforation and ob- 
struction are found in duodenal ulcer in from 18 
to 20 per cent of cases. The diagnosis of all these 
complications is usually not difficult to make, 
especially if hemorrhage is massive, perforation 
acute and obstruction severe or complete. All 
three complications may, however, be mild or 
subacute and for a time escape diagnosis and 
adequate treatment. 

Hemorrhage is the complication which presents 
most difficulties, especially if, when the patient 
is first seen, there have been multiple hemor- 
rhages, a condition which in a large percentage 
of cases appears to indicate a “tendency to hemor- 
rhage” with any type of treatment. 

Perforation may be subacute and produce the 
so-called “plastered” ulcer, namely, the ulcer 
which has penetrated into the pancreas or liver, 
thus making healing by medical measures im- 
possible and producing the intractable ulcer. Or 
perforation may be acute and dramatic and re- 
quire immediate surgery. 

Obstruction may be due either to inflammation 
and edema in the acutely active ulcer or to 
cicatricial healing or to a combination of both. 
A few days’ observation with a special diagnostic 
technique of drainage is helpful in differentiation 
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of these causes and in choice of treatment, 
surgical or medical. 

In gastric ulcer, the possibility of malignancy, 
present or future, is an additional and menacing 
complication. The early detection of cancer of 
the stomach is one of the most important medical 
projects of our times. Furthermore, resection of 
the stomach for gastric ulcer is highly successful 
as far as recurrence of ulcer is concerned. Hence 
it follows that resection is considered by some to 
be indicated in every gastric ulcer. On the other 
side of the picture, however, we know that acute 
erosions of the stomach heal readily and that 
chronic gastric ulcers, if diagnosed early and 
treated intensively, may be healed completely and 
permanently. It therefore seems more logical to 
most of us that if a gastric ulcer with its first 
appearance may be completely healed and evi- 
dence thereof be adequately controlled, medical 
treatment is still a first choice and _ resection 
indicated only when there is inadequate evidence 
of healing or recurrence. 

Intractability, whether it be in the esophageal, 
gastric, duodenal or gastrojejunal ulcer, is actually 
also an ulcer complication, usually arising from 
late diagnosis and inadequate treatment. It must 
be correctly diagnosed, however, for not in- 
frequently it is the patient and not the ulcer 
which is intractable. An intractable ulcer without 
the complications of hemorrhage, obstruction or 
acute perforation, is usually due to a “plastering” 
process into the pancreas or liver and requires 
resection. An intractable patient, however, more 
often than at first seems possible, is amenable to 
the usual measures of education and encourage- 
ment which are required in all ulcer treatment. 

The complications following otherwise success- 
ful surgical treatment are also part of the picture 
of the complicated ulcer. They are chiefly (1) 
the so-called dumping syndrome and (2) failure 
to gain or maintain normal weight. With im- 
proved surgical technique, the former is less often 
seen and when it occurs it is usually temporary. 
The second complication is usually also temporary 
and can be relieved by increased intake of food 
and supplementary vitamins. 

No discussion of the complications of ulcer 
should be concluded without an earnest exhorta- 
tion to the medical profession for an all-out 
effort toward their prevention by early diagnosis, 
intensive treatment and adequate instruction and 
supervision to prevent recurrence. 
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Chronic Intestinal Amebiasis 
Diagnosis and Treatment 


By Thomas T. Mackie, M.D. 
Winston-Salem, North Carolina 


® HRONIC INFECTION by the Endamoeba 
histolytica in the absence of diarrhoea or 
dysentery is commonly regarded as having little 
or no clinical or public health significance. This 
misconception may be attributed to several causes. 
Until comparatively recently, the infection has 
been thought to be largely restricted to the tropics 
and the subtropics. Because of its high prevalence 
in these areas of the world, the literature is re- 
stricted predominantly to the specialized publica- 
tions dealing with tropical medicine. The nomen- 
clature of the older literature classifying all types 
of intestinal infections by this parasite under the 
generic term “amebic dysentery” has inevitably 
created the impression that dysentery is the charac- 
teristic and significant expression of infection. 
Similarly, the introduction of the term “asymp- 
tomatic cyst-passer” has further strengthened the 
concept that chronic amebiasis may be, and fre- 
quently is, of no importance to the host or to 
the clinician. Furthermore, the recognition that 
there are large and small races of the parasite 
which exhibit apparent differences in pathogenicity 
in the experimental laboratory has lent additional 
support to the concept that ‘the Endamoeba his- 
tolytica is not an obligatory parasite and that it 
may live in symbiosis with the human host. 

It is not surprising, therefore, that there are 
widely divergent viewpoints concerning the im- 
portance of the infection. Clinicians have been 
confused by the infreqency with which actual dys- 
entery occurs and commonly believe that demon- 
stration of the encysted forms implies a different 
type or site of infection which has no clinjcal im- 
portance. The opposed school of thought, numeri- 
cally much smaller and composed for the most 
part of physicians trained in tropical medicine, 
places much more importance on the presence of 
the Endamoeba histolytica. 
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It is generally recognized now that the distribu- 
tion of this parasite is not primarily restricted by 
climatic conditions. 


The determining factor in 
any area is the level of local sanitation. While in- 
fections are more numerous in the unsanitated 
areas of the tropics and the subtropics, it is 
endemic throughout the world. Thus, the writer 
has seen several cases of amebiasis which were 
acquired almost certainly in Alaska and in the 
Aleutian Islands. 


The results of numerous surveys indicate that 
the prevalence of the infection in the United States 
as a whole is at least 10 per cent and probably 
higher. Faust’ has called attention to the fact 
that most of the data upon which the prevalence 
rates have been estimated are based upon single 
fecal examinations, and that if more effective 
techniques had been used, the actual percentage 
might be as high as 20. It has likewise been 
shown that the prevalence is greater in certain 
parts of the South than in other regions, and that 
infection is much more frequent in rural than in 
large metropolitan areas where local sanitation is 
highly developed. It is to be expected that surveys 
reported from different regions should yield widely 
varying results. The extremes range from 0.2 per 
cent among 522 individuals in Baltimore, Mary- 
land, to highs of 38 per cent among 374 individuals 
examined in a rural community in Tennessee,’ and 
55 per cent among 119 inmates of an orphan 
asylum in New Orleans.‘ 

Transmission of the infection is accomplished 
by ingestion of the relatively resistant encysted 
stage of the ameba. In this form the organism may 
survive considerable periods outside the human 
body ultimately to reach a new host in con- 
taminated food or drink. The cysts are not de- 
stroyed by the concentrations of chlorine ordinarily 
used for water purification; they survive for pro- 
longed periods of time in ice, and remain viable 
in the intestinal tract of the housefly for many 
hours. The infected food handler has long been 
suspected as a source of spread of the infection al- 
though conclusive proof of this mechanism is 
lacking, and opinion concerning its potential im- 
portance is divided. It is apparent, however, that 
in an environment in which unsanitary methods 
of sewage disposal are practiced, numerous op- 
portunities for dissemination of the infection will 
exist. 


The clinical significance of infection by the 
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Endamoeba histolytica depends upon its role as 
an obligatory parasite within the tissues of the 
human host. The weight of authoritative opinion 
supports this concept. Dobell and O’Connor,® in 
1921, stated that this organism is invariably patho- 
genic and that its presence is always associated 
with tissue damage even though clinical evidence 
may be lacking. Craig has concurred in this dictum, 
stating : 


“cc 


. we know that Endamoeba histolytica is a patho- 
genic parasite and up to the present time, there is no 
scientific proof that it can live indefinitely in the lumen 
of the bowel without penetrating the tissues and produc- 
ing pathological lesions.” 


Clinical studies of amebic cyst-passers who failed 
to reveal what was considered to be significant 
symptomatology and objective findings gave rise 
to the term “asymptomatic cyst-passer.” And this 
in turn has led many to assume that the finding of 
encysted forms unaccompanied by trophozoites is 
valid evidence of lack of pathogenicity. Such in- 
terpretation does not take into account the life 
cycle of the ameba nor the type of stool specimen 
examined. Trophozoites are not to be found in 
formed fecal specimens. Conversely, when an in- 
fected individual passing formed stools containing 
the cysts is given a saline cathartic and fluid stools 
are obtained from the proximal colon, numerous 
trophozoites can almost invariably be found. 


Similarly, demonstration of the fact that small 
races of the ameba are commonly found in car- 
riers, and large races in cases of active dysentery, 
has also led to the belief that strains producing 
small cysts are non-pathogenic. While there is 
evidence to indicate that the small-cyst strains are 
less pathogenic for experimental animals than the 
large-cyst strains, there is no evidence to prove 
that they are non-pathogenic.® Studies of strains 
from amebic dysentery and from asymptomatic 
cyst-passers led Kessel’® to the conclusion that the 
resistance of the host is more important in deter- 
mining the development of clinical amebiasis than 
variations in virulence of the parasite. Meleney 
and Frye’® likewise demonstrated variations in 
virulence for experimental animals using different 
strains of the Endamoeba histolytica. In discus- 
sing this experimental work, they stated: 


“Although our observations seem to indicate that some 
strains of Endamoeba histolytica possess a low degree of 
virulence for kittens, and probably for human beings as 
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well, this conclusion does not lessen the importance of 
instituting treatment in every case of amebiasis en- 
countered in medical practice even though there is no 
history of symptoms which might be interpreted as 
amebic in origin. The least virulent strains which we have 
encountered have produced lesions in a few kittens and it 


is reasonable to suppose that they would do so in man, 
also.” 


With such weight of opinion and evidence, as 
Craig has stated,** there is no justification for 
refusal to accept the dictum laid down by Magath 
and Brown” in 1930: 


“At this time it is quite unnecessary to defend the 
pathogenic role of Endamoeba histolytica. The pathologic 
lesions that it produces have been so well described and 
so frequently encountered as not to leave a shadow of a 
doubt but that the organism can produce serious injury 
to tissue. Koch’s postulates have been so repeatedly con- 
firmed that an adequate defense cannot be offered for 
this parasite’s harmlessness.” 


The pathology of asymptomatic intestinal ame- 
biasis and of acute amebic dysentery differ only in 
degree and extent. The infective four-nucleate 
cysts, after reaching the human digestive tract, re- 
lease four small motile amebae. These undergo 
multiplication and localize quite strictly to the 
cecum and the proximal colon. 


Superficial destruction of the mucous membrane 
without appreciable invasion of the deeper tissues 
constitutes the initial lesion.? This may be limited 
to small areas, or it may occur over a considerable 
extent of the mucous membrane. On gross in- 
spection, these changes may be barely visible. 
Congestion and thrombosis of minute vascular 
radicles occur beneath these areas with progres- 
sive necrosis of tissue and extension of the lesion. 
Frequently, lateral extension in the mucosa pro- 
duces the characteristic flask-ulcer. In other in- 
stances, the process leads to the development of 
a shallow ulcer, the base of which progressively 
extends into the deeper layers. 


The muscularis mucosa appears to act as a 
relatively effective temporary barrier to further 
extension. However, in selected tissue sections one 
may see that the lacunae, through which the 
penetrating vascular channels and lymphatics pass, 
provide a route by which the amebae finally reach 
the submucosa. Here again multiplication of the 
parasites and lateral and deep extension lead to 
progressive necrosis. At this stage of the process, 
before secondary bacterial infection has occurred, 
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the lesion is essentially a pure necrosis. With fur- 
ther progression, amebae may gain entry into 


radicles of the portal vein and be transported to 
the liver. 


Ultimately, the pathologic process reaches the 
muscularis. This structure, like the muscularis 
mucosae, acts as a barrier to deeper extension. In 
the presence of a progressive process, however, in- 
vasion of the muscularis also occurs primarily 
along the penetrating vessels from which foci 
lateral extension again occurs. In the presence 
of an uncontrolled infection, these deep areas of 


ulceration and necrosis may lead ultimately to 
perforation. 


Coincident with the progressive invasion of the 
bowel wall, the necrotic tissue is sloughed out, 
producing the typical discrete isolated ulcer. At 
this time secondary bacterial invasion occurs with 
the appearance of an inflammatory exudate of 
polymorphonuclear leukocytes. This secondary 
bacterial infection is an important factor since it 
sets into operation a dual etiologic mechanism, a 
significant change in the underlying pathology, 
and leads to the appearance of an inflammatory 
exudate in the stools which is frequently a con- 
fusing factor in diagnosis. 


The characteristic gross lesions of intestinal 
amebiasis are the development of discrete ulcers 
separated by areas of normal mucosa. The most 
common sites of these ulcers are, in the order of 
frequency, the cecum, the ascending colon, rectum, 
sigmoid and the appendix.’ Definite parallelism 
exists between the number and the distribution of 
the ulcers and the accompanying clinical picture. 
When the pathologic changes are largely restrict- 
ed to the proximal colon, the accompanying 
symptomatology is usually mild; conversely, when 
the ulcers are widely distributed throughout the 
colon, the clinical severity is much greater. 


It is obvious that an infection producing such 
variation in the severity and the distribution of 
the lesions must be accompanied by great variation 
in the clinical picture, and consequent difficul- 
ties in diagnosis. In our experience actual dysen- 
tery is so rare as almost to justify its classification 
as a complication. A significant number of pa- 
tients give a history of recurrent periods of mild 
diarrhoea often accompanied by cramps, but not 
by tenesmus. Mucus may or may not be noted in 
the stools and blood, if present, is usually seen only 
infrequently and then in very small amounts. The 
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intervals between these diarrhoeal episodes are 
commonly characterized by normal bowel func- 
tion, moderate constipation, or a combination of 
both. Such individuals do not constitute a prob- 
lem in diagnosis provided competent laboratory 
assistance is available. 


By far the greatest number of the cases of 
chronic intestinal amebiasis, however, present a 
completely atypical clinical picture. Chronic con- 
stipation accompanied by persistent mild abdomi- 
nal pain and flatulence is frequent. The pain may 
be referred to the right lower quadrant or it may 
be localized in the epigastrium and suggest pyloro- 
spasm. Persistent asthenia with excessive fatigua- 
bility and inability to gain weight are frequently 
observed in such patients. This picture is often ac- 
companied by vague abdominal discomfort which 


the patient is unable to localize or to describe 
clearly. 


Frequently there is definite intolerance to fats 
and to alcohol, which, with the other indefinite 
symptoms, lead to suspicion of chronic gall-bladder 
disease. The confused and indefinite clinical pic- 
ture together with the usually negative findings 
on x-ray examination of the gall bladder and the 
gastrointestinal tract not uncommonly form the 
basis for the diagnosis of psychoneurosis. So com- 
mon has this been in our experience that we have 
come to regard the diagnosis of psychoneurosis, 
when accompanied by chronic abdominal symp- 
toms, atypical of the common pathologic entities 
as almost pathognomonic of infection by the En- 
damoeba histolytica. Specific treatment in the ma- 


jority of these cases gives prompt and dramatic 
results. 


Objective findings are seldom striking or signif- 
icant. Physical examination may reveal a more 
or less distended cecum with moderate tenderness 
on palpation, or frequently no abnormalities may 
be noted. Similarly, in mild cases, in the absence of 
diarrhoea, it is usually impossible to demonstrate 
ulcerative lesions in the mucosa of the rectum and 
recto-sigmoid at proctoscopy. X-ray examination 
of the colon likewise rarely reveals evidence of 
ulceration and, when abnormal findings are demon- 
strated, they are usually indicative of irritation and 
spasm, but are not of assistance in reaching an 
etiologic diagnosis. 

The diagnosis of chronic intestinal amebiasis is 
dependent upon demonstration ef the organism in 
the patient’s stools. The results of the complement 
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fixation test are not dependable in intestinal infec- 
tions. Unfortunately, the clinical microscopy of 
amebiasis is difficult and is inadequately taught in 
many medical technology courses. In consequence, 
many positive infections are not identified by clini- 
cal laboratories, and clinicians are further misled 
by repeated erroneous laboratory reports. Our ex- 
perience has been convincing that the maximum 
probability of demonstrating the organism is 
achieved only when the patient is given a laxative 
sufficient to produce a number of loose stools in the 
course of the day. The patient remains in the 
laboratory to pass the specimens until a minimum 
of three or four liquid or semi-liquid stools have 
been obtained for immediate examination by suit- 
able, direct microscopic and concentration tech- 
niques. 


The treatment of chronic intestinal amebiasis 
differs widely in different clinics. The number of 
recommended therapeutic agents is adequate proof 
of the fact that the ideal amebacide has not yet 
been developed. However, when the presently 
available preparations are used efficiently in the 
light of their pharmacologic limitations, both clini- 
cal and protozoologic cure can be obtained in the 
great majority of cases. The essence of the problem 
of therapy is recognition by the clinician of the 
anatomical distribution of the parasite both in the 
tissues of the host and on the surface of the mucous 
membrane of the colon, and knowledge of the fact 
that no single drug acts with maximum efficiency 
on the amebae in both locations. Familiarity with 
the site of action of the various drugs is therefore 
essential to the planning of an efficient treatment 
regime. It must further be kept in mind that, in 
the majority of cases, the problem of amebiasis is 
complicated by secondary bacterial infection of 
varying magnitude, which contributes to the total 
clinical picture. 

The recommended amebacidal drugs fall into 
several categories: the arsenicals, the oxyquinoline 
derivatives, emetine and its compounds, and the 
antibiotics. 

Acetarsone (stovarsol) was the first of the arsen- 
ical compounds to be used extensively, but its toxic 
potential is such that it is no longer recommended. 
Carbarsone is very much less toxic and has proved 
to be a useful therapeutic agent, but of lesser 
amebacidal efficiency than the more recently intro- 
duced thioarsenites. More recently still another 


arsenic compound, milibis, has been developed for 
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the treatment of amebiasis. Its efficiency, however, 
is apparently less than that of other preparations in 
this group. All of the arsenic compounds are ab- 
sorbed from the gastrointestinal tract and conse- 
quently are active against the amebae lying actu- 
ally within the tissues of the host. They are less 
effective against the organisms in the lumen of the 
colon and on the surface of the mucous membrane. 


The oxyquinoline derivatives include a number 
of preparations as chiniofon, vioform, anayodin, 
diodoquin and chloroquine. The first four of these 
are halogenated compounds which are incom- 
pletely absorbed and, therefore, theoretically exert 
their maximum effect against amebae which have 
not penetrated deeply into the host’s tissues. Chlo- 
roquine, on the other hand, is almost completely 
absorbed and is concentrated particularly in the 
liver. It has been reported to be an effective agent 
in the treatment of amebic hepatitis.” 


Emetine and its compounds is historically the 
first effective amebacidal drug. Its site of action 
is within the tissues of the host, and its lack of 
efficiency against the organisms in the intestinal 
lumen, and on the surface of the mucosa, is demon- 
strated by Craig’s observation that approximately 
90 per cent of cases of intestinal amebiasis treated 
by emetine alone relapse. Despite this limitation, 
it remains one of the most important therapeutic 
agents available. However, its use is not without 
danger since it is a protoplasmic poison with cumu- 
lative effect. Changes in the electrocardiogram are 
not unusual in the course of standard treatment, 
and while these are transitory, they demonstrate 
the need for caution and careful observation to 
avoid overdosage. The oral preparation emetine 
bismuth iodide has the same limitations of useful- 
ness and the added drawback of inducing nausea 
and vomiting during the period of administration. 


In the course of the last two years, certain of the 
antibiotics have been reported to be effective thera- 
peutic agents. Aureomycin appears to have given 
the best results, but neither protozoologic nor clini- 
cal cures have been obtained in all cases. It seems 
probable, therefore, that these preparations will 
likewise fall into the class of useful adjuncts to 
therapy, but fail to meet the criteria for the ideal 
antiamebic agent.* 


It has long been the experience of the writer 
that protozoologic cure is not difficult to accom- 
plish if combined therapy is used with emetine 
hydrochloride and diodoquin administered con- 
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currently over a period of eight to ten days. This 
therapeutic regime permits simultaneous attack on 
the amebae both on the surface of the mucous 
membrane and within the tissues of the host. It 
takes cognizance of the anatomical distribution of 
the parasites and utilitizes the maximal therapeutic 
potential of each drug. Clinical cure, however, does 
not result in all cases. Chronic gastrointestinal 
symptoms of lesser severity continue in certain in- 
stances. Not infrequently this appears to be related 
to secondary bacterial infection. Aureomycin has 
given excellent results in numerous such cases when 
this preparation is added to the regime referred to 
above. It has, therefore, become our routine to use 
all three drugs in the majority of cases of chronic 
intestinal amebiasis. 


Summary and Conclusions 


1. Intestinal amebiasis is prevalent in at least 10 
per cent of the population of this country. The 
distribution of the infection is determined by condi- 
tions of local sanitation rather than by climate. 
The prevalence is necessarily greater in rural than 
in urban populations, and the great increase in 
foreign travel exposes large numbers of individuals 
to greater risk of infection than they would nor- 
mally encounter in the United States. 


2. Chronic intestinal amebiasis commonly pre- 
sents a clinical picture which is atypical and con- 
fusing. The mixed symptomatology and the fre- 
quent absence of significant objective findings fre- 
quently lead to an erroneous diagnosis of psy- 
choneurosis. 


3. The pathogenic potential of the Endamoeba 
histolytica is such that definitive therapy should be 
given in all cases irrespective ‘of the associated 
clinical picture. 


4. Effective therapy must be based upon recog- 
nition of the anatomical distribution of the para- 
sites in the tissues of the host as shown by the 
histologic pathology, and upon the restricted. sites 
of amebacidal activity provided by the various 
therapeutic agents presently available. 


5. The most satisfactory therapeutic results are 
obtained by the concurrent administration of eme- 
tine hydrochloride and diodoquin over a period of 
eight to ten days, combined with or followed by a 
course of aureomycin to control secondary bacterial 
infection in the bowel wall. 
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A CANCER MANUAL FOR HIGH SCHOOLS 
(Continued from Page 414) 


medical profession who have prepared “The Story 
of Cancer for High Schools” for use in Michigan’s 
schools. 


Sincerely yours, 
Lee M. Tuurston, Superintendent 
Department of Public Instruction 


February 21, 1952. 


The only remaining hurdle in the completion of 
this project is that of printing and distribution to the 
more than 800 public and parochial high schools of 
Michigan. If funds can be found, it is expected the 
manual will be in the hands of high school teachers 
with the opening of the next school year. 
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Nephroptosis 


Indications for Surgical Treatment 


By Austin I, Dodson, M.D. 
Richmond, Virginia 


HE MOVABLE kidney was first described in 

the fourteenth century by Franciscus dePede- 
montanus. In 1841, Rayer called the attention of 
the medical profession to the movable kidney as a 
definite clinical entity causing characteristic signs 
and symptoms. In 1864, Dietl described the acute 
type of pain associated with movable kidney. This 
has since been known as Dietl’s crisis. Rayer noted 
that relief from symptoms was obtained by rest in 
bed and by mechanical support in the forms of 
pads or belts. 

In 1870, Gilmore successfully removed a painful 
atrophied floating kidney, the second successful 
deliberate nephrectomy in history. For the next ten 
years nephrectomy became a popular operation for 
renal ptosis, eliciting the admonition from Keppler 
that extirpation of the movable kidney should be 
carried out only when lasting results were to be 
expected. 

In 1875, Dr. Greensville Dowell, of Galveston, 
attempted to fix a movable kidney in place by 
passing a type seton threaded on a needle through 
the wall of the abdomen, the lower pole of the 
kidney and out through the lumbar region. The 
patient was suffering from attacks of severe pain 
in the upper abdomen. Postoperative hematuria 
indicated that the seton had pierced the kidney. 
The patient experienced some relief, but nephrec- 
tomy was required four years later for complete 
relief. In 1881, Hand performed the first delib- 
The 
kidney could not be removed because he suspected 
stone on the opposite side. Hand approached the 
kidney through a lumbar incision, resected a por- 
tion of the fatty capsule and suspended the kidney 
by suturing the perirenal fat to the lumbar wound. 


erate surgical suspension of the kidney. 


A year later this operation was improved by Bassini 
who removed the perirenal fat and sutured the 
renal capsule to the lumbar wound. From this 
time, nephropexy gained considerable favor until 
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by the end of the century many surgeons were able 
to report a fairly large series of cases, and numer- 
ous modifications had been added to the operation. 

In 1890, William W. Keene, Professor of Sur- 
gery at the Jefferson Medical School, reviewed 134 
cases of nephropexy, including four that he had 
done himself. Of these 134 cases 52 per cent were 
cured, 21 per cent obtained some improvement and 
19 per cent were unrelieved. During this period, 
many chronic illnesses, particularly manifestations 
of diseases of the alimentary tract, the gall bladder 
and the nervous system were attributed to renal 
ptosis, a palpable kidney was the only indication 
required for surgical intervention. It is, therefore, 
not surprising that the results obtained left much 
to be desired. In a large percentage of the cases 
so treated ptosis had not disturbed the physiology 
of the kidney and there was no relationship be- 
tween the abnormal position of the kidney and the 
patient’s symptoms. 

The many cases in which nephropexy failed to 
give relief caused doubts to rise in the minds of 
both internists and surgeons, and the pendulum 
swung far to the opposite direction and even at 
the present time nephropexy remains to some ex- 
tent a controversial subject. I recently heard a very 
prominent urologist state that he had never done 
a nephropexy for the relief of uncomplicated 
nephroptosis. On the other hand some urologists do 
large numbers of nephropexies and seem convinced 
that fixation of the movable kidney is necessary in 
the majority of cases. Nephropexy is an easy opera- 
tion and it is easy to convince a woman with a 
movable kidney that it should be fixed in place. 
It is unfortunate for many of these patients, how- 
ever, that the looked-for relief is not obtained. 
Pathological changes in the kidney are not at all 
dependent upon the degree of renal mobility. A 
kidney that is entirely palpable may be physiologi- 
cally normal; if the ureter descends with the kidney 
there is no interference with drainage and usually 
no pathological change or discomfort resulting 
from the ptosis. Pathological changes in the ptosed 
kidney and the resulting discomfort to the patient 
are usually caused by interference with renal drain- 
age. This is caused by kinking of the ureter over 
aberrant blood vessels or adhesions to perirenal 
fascia or peritoneum, which prevents the ureter 
from descending with the kidney. Renal ptosis has 
been estimated by various authors to be present in 
from ten to 20 per cent of women and approxi- 
mately 2 per cent of men, but instances in which 
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there is demonstrable pathology or sufficient dis- 
comfort to require treatment are relatively few. 


Braasch and his co-workers presented a study of 
230 patients with simple ptosis or ptosis with mild 
degrees of pyelectasis without other evidence of 
obstruction at the ureteropelvic area. Approxi- 
mately one-third of these had no symptoms which 
were related in any way to the kidneys. In the 
remainder of the patients, symptoms attributable 
to the kidney seemed not to be influenced by the 
degree of ptosis. Of twenty-one patients operated 
upon, there were more than 50 per cent failures. 
These poor results from nephropexy may be partly 
explained by the fact that only patients with simple 
ptosis or ptosis complicated by minor degrees of 
pyelectasis were included in the study. It has been 
my experience in most cases in which delayed 
emptying or dilatation of the renal pelvis has been 
found that the ptosis complicated or was compli- 


cated by some extrinsic or intrinsic obstructive 
lesion. 


It has been my custom for a number of years to 
make one radiograph in the upright position in the 
majority of patients examined. It has been inter- 
esting to note the frequent instances of rather pro- 
nounced degrees of renal ptosis without any evi- 
dence of pathological change in the kidney. Fre- 
quently, the disease for which the patient is being 
examined is in the opposite kidney. 


I recall a woman of fifty-two who consulted me 
because of pain in the left lumbar area. She was 
reasonably obese and not at all the physical type 
that one would think of having a nephroptosis. 
Her health had been excellent. There had never 
been any evidence of renal pain until the onset of 
the acute infection. Examination showed «a left 
perirenal abscess and her right kidney sufficiently 
movable to drop below the crest of the ilium when 
the patient was in the upright position. 


It must be remembered, however, that renal 
ptosis is a possible predisposing cause of renal 
pathology. Many years ago Crabtree and Shedden 
found ptosis of the kidney a frequent causative 
factor in persistent and recurrent renal infection. 
Of 3,856 kidney cases treated at the Squiree Clinic 
between May, 1928, and January, 1938, 263 were 
found to have symptoms producing nephroptosis, 
unilateral or bilateral. The outstanding pathologi- 
cal changes were hydronephrosis and pyelitis. J. C. 
Birdsall studied 150 patients with renal ptosis, and 
out of this group there were eighty-one instances 
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of hydronephrosis, twenty-two of calculi and fifty. 
seven of renal infection. 

It is, therefore, evident that the treatment of 
renal ptosis, particularly the selection of patients 
for surgical correction, depends upon an accurate 
diagnosis. It is not sufficient to know that the kid. 
ney is extremely movable. The effect of ptosis 
upon the emptying time of the renal pelvis must 
be determined and evidence of early hydrone- 
phrotic changes recognized. The urogram is the most 
important procedure in making an accurate diag- 
nosis. The intravenous urogram is quite valuable 
and in some cases gives all the information needed. 
Needless to say, the picture should be taken in 
both the recumbent and upright positions. A very 
good idea of the function of the two kidneys can 
be obtained. Delayed emptying of the ptosed kid- 
ney in comparison with that of its fellow may be 
noted. Dilatation of one or both pelves will be 
recognized. A retrograde pyelogram will give more 
accurate information as to the degree of pelvic 
dilatation and the emptying time of the pelvis. A 
renal pelvis which appears only slightly dilated by 
the intravenous method will often be found to be 
quite large by the retrograde method. The tip of 
the catheter should be withdrawn to the lower 
portion of the ureter while the fluid is being run 
into the pelvis so that the outline of both pelvis 
and ureter will be obtained. The procedure is 
repeated with the patient in the upright position 
to determine the degree of ptosis. The ureteral 
catheter or catheters should then be removed and 
films taken at five- and ten-minute intervals to 
determine the rate of pelvic emptying. There 
should be very little contrast substance left in the 
renal pelvis at the end of ten minutes. 

When ptosis of the kidney is discovered acci- 
dentally by the patient or incidentally during an 
abdominal examination by the physician, no treat- 
ment is indicated unless there is persistent pyelitis 
or a history of intermittent attacks of renal infec- 
tion or other associated renal disease. There is 
little probability of relieving gastric disturbances or 
neuropsychiatric manifestations by the treatment 
of renal ptosis unless the ptosis is also causing 
sufficient interference with the physiology of the 
kidney to produce some physical manifestation of 
renal disease. 

I have a very vivid recollection of a woman who 
was sent to me by a gastroenterologist. She had 
suffered a long time from colitis. She was a thin 
woman, forty years of age, and complained of 
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indigestion almost every day. She complained of 
abdominal pain most frequently located around 
the right side of the abdomen and occasionally she 
had what she described as a tugging and discom- 
fort around the right loin. The gastroenterologist 
treated her over a period of five or six years. On 
examination, he repeatedly palpated the right kid- 
ney, which was tender. He decided if the kidney 
were put in place that she would be relieved of 
her right-sided pain and perhaps some of her 
gastrointestinal symptoms. A pyelogram showed a 
decided renal ptosis, but only a suggestion of dila- 
tation of the pelvis. With the enthusiastic approval 
of the internists and the patient, a nephropexy was 
done. Now, three years later, there is no improve- 
ment in the colitis or digestive trouble and very 
little improvement in the loin pain. Following this 
experience, I have insisted that regardless of the 
patient’s symptoms and the degree of renal ptosis, 
if the renal pelvis is not appreciably enlarged and 
if it has practically emptied itself of contrast sub- 
stance in ten minutes, nephropexy is not indicated. 
I have seen a few patients with reasonably normal 
pelves complain of intense discomfort when on 
their feet or moving around, who were completely 
relieved when lying in bed. These, however, are 
exceptions. 

No patient with a physiologically normal kidney 
should have a nephropexy done until adequate and 
prolonged medical treatment has been tried. Many 
patients who suffer from renal ptosis are under- 
nourished and tire easily. Frequently, freedom from 
their usual routine duties, rest periods in bed and 
a diet high in calories and vitamins is very helpful. 
Exercises designed to improve the posture and the 
tone of the abdominal muscles and a properly 
adjusted abdominal support are also useful meas- 
ures. Abdominal supports rarely hold the kidney 
in place even with the kidney pad, but the support 
gives a measure of relief and should be tried when 
there is no dilatation of the renal pelvis or chronic 
renal infection. 

Nephropexy is indicated when non-surgical meas- 
ures have failed to relieve incapacitating pain, 
when there is persistent retention of urine in the 
renal pelvis, and when there is infection of the 
kidney unrelieved by medical treatment. When 
complications such as aberrant vessels, bands of 
adhesions, or pathological changes at the uretero- 
pelvic orifice can be demonstrated, operative treat- 


ment is the only means of relief. Nephrectomy is 
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indicated when the kidney is of no functional 
value. 

The most satisfactory results that I have obtained 
from nephropexy are illustrated by the following 
patients: 


Case 1.—A young man of about thirty years came into 
the hospital with an attack of acute abdominal pain. 
The pain was most severe in the right lower quadrant of 
the abdomen, but radiated into the right loin. This was 
the most severe of a number of such attacks which had 
occurred at varying intervals during the past twelve 
months. His occupation as meat cutter required him to 
be on his feet most of the time and on a number of occa- 
sions he had found it necessary to return home and lie 
down before his day’s work was finished. The recumbent 
position almost always gave him a measure of relief. He 
was referred to the hospital with the belief that he had 
an acute appendicitis. His surgeon finding pus in the 
urine did a cystoscopic examination and pyelogram. A 
very bizarre appearance of the renal pelvis was noted. I 
was requested to see him, and a complete urological study 
disclosed a decidedly ptosed right kidney and adhesions 
at the ureteropelvic area which caused a rather sharp 
kink when the patient was in the upright position. There 
was moderate dilatation of the renal pelvis and definite 
renal stasis. Following the liberation of adhesions and 
nephropexy, he was completely relieved and gained con- 
siderable weight. This operation was performed five years 
ago, and the patient is now completely well. 


Case 2.—A child of thirteen years was assigned to the 
Urological Service because of an acute attack of pyelitis 
with chills and fever. She had had many such attacks 
and had lost much time from school during the previous 
three or four years. Her renal pelvis was dilated and 
there was moderate renal ptosis with tortuosity of the 
upper third of the ureter. At operation there were many 
bands of adhesions which produced fixed kinks in the 
upper portion of the ureter. The ureter and renal pelvis 
were completely liberated and the kidney placed in nor- 
mal position. The. urine was free of infection before 
leaving the hospital and she has remained entirely well. 


Case 3—A young woman who had complained of uri- 
nary frequency, mild attacks of fever and failure to gain 
weight for a period of five or six years, had recently 
married a shoe salesman and accompanied him on his 
trips in an automobile. Following a long day’s ride, she 
frequently noticed soreness in both lumbar areas. While 
in a distant city, she had an acute attack of pyelitis with 
chills and fever. On examination, the urologist found 
that she had bilateral renal ptosis with definite blunting 
of the calyces of both kidneys, She returned to Rich- 
mond, and bilateral nephropexy was done. She has re- 
mained well. She can drive all day without soreness or 
fatigue and has gained considerable weight. 


Case 4.—A fifty-six-year-old school teacher was in an 
automobile accident in December, 1949, and sustained 
fractures of the fourth and sixth thoracic vertebrae and 
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Fig. 1. Definite bilateral nephroptosis with moderate 
hydronephrosis. While there was narrowing at the uretero- 
pelvic area on both sides, there is little doubt that 
nephroptosis was a decided causative factor of poor renal 
drainage. 





other serious injuries. She was hospitalized for three 
months and ultimately recovered. Shortly after the acci- 
dent, she developed hematuria and frequency, and noted 
inconstant pain in the left flank. She had episodes of 
chills and fever until the time of admission to the hospital 
on August 15, 1950. On several occasions, pus was found 
in the urine on catheterized specimen. All other labora- 
tory studies were normal. 

Cystoscopy and retrograde pyelograms were made and 
showed marked bilateral renal ptosis with apparent ob- 
struction at the ureteropelvic junction on each side (Fig. 
1). On the third hospital day, operation was done on the 
left kidney, including a plastic procedure on the left 
ureteropelvic junction and nephropexy. The ureteropelvic 
repair was performed after the method of vonLichtenburg. 
The patient made an uneventful recovery and thirteen 
days after the first operation the right kidney was 
exposed and a Rammstedt type of operation done on the 
right ureter and the kidney suspended. The patient’s 
convalescence was uneventful, and she was discharged 
from the hospital eighteen days after the second operation. 

Postoperative intravenous urogram revealed excellent 
position and function of both kidneys (Fig. 2). She has 
remained symptom-free. 


These patients all had evidence of renal stasis. 
All four had prolonged histories of renal infection 
as the result of poor drainage. In such cases, an 
adequate nephropexy is a useful operation. 
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Fig. 2. Intravenous urogram three months following 
ureteroplasty and nephropexy. Appearance of calyces has 
improved. Contrast material can be seen in the ureters. 
The patient is symptom-free, and the urine is free of 
infection. 


Numerous methods for suspending the kidney 
have been devised. Most of these when properly 
executed in properly selected cases will give good 
results. The purpose of nephropexy is to place the 
kidney in a normal position and to add support or 
create adhesions that will hold it in place, thereby 
improving drainage and preventing traction on the 
vascular pedicle and adjacent organs. In addition 
to the correction of abnormal mobility of the kid- 
ney, I find nephropexy useful following plastic 
operations upon the kidney pelvis or when during 
any conservative operation the kidney has been 
completely mobilized. Probably the most important 
part of the operation is the complete liberation of 
the upper ureter and renal pelvis and careful 
dissection of all perirenal fat and fascia from the 
kidney. 

The ptosed kidney is often complicated by ad- 
hesions to the ureter, aberrant vessels or uretero- 
pelvic pathology. When these accessory causes of 
obstruction are not recognized and corrected, 
unsatisfactory results may be expected. Adequate 
exposure is necessary so that the kidney, the proxi- 
mal portion of the ureter, and the renal fossa can 
be easily seen. After making the incision and ligat- 
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ing all bleeding vessels the operation is continued 
by first separating the posterior portion of the peri- 
renal fascia from the lumbar muscles. A longi- 
tudinal incision is then made in the fascia about 
opposite the medial border of the kidney and is 
extended both upward and downward. A clean 
incision in the fascia permits it to be reflected for- 
ward and preserved intact for use in protecting 
and supporting the kidney when it has been placed 
in its normal location. The fascia, after having 
been divided, is carefully dissected from the kidney 
and together with the perirenal fat is reflected 
medially, carrying before it the peritoneum. These 
structures are retracted anteriorly giving adequate 
exposure to the kidney and renal fossa. I prefer to 
divide adhesions to the kidney with scissors to 
prevent tearing the renal fascia. The kidney thus 
exposed is held by an assistant while the surgeon 
separates all adhesions from the upper pole of the 
kidney beginning at the convex border and con- 
tinuing around the upper pole until the renal 
vessels are reached. Small blood vessels entering 
the upper pole are ligated and divided. Vessels 
large enough to supply an extensive area of the 
kidney should be preserved. The kidney is then 
retracted upward, slightly elevating the lower pole 
while fat and adhesions are separated from this 
area. When.the ureteropelvic area is reached, the 
ureter is identified and carefully liberated as far 
downward as can be done with safety. All ad- 
hesions are divided and any kinks or obstructive 
lesions are corrected. Aberrant vessels are ligated 
and divided unless they supply an extensive area 
of the kidney. Adhesions are then separated from 
the renal pelvis and the ureteropelvic area is 
examined. If there is stenosis of the pelvic orifice 
or a high implantation of the ureter, an appro- 
priate plastic operation should be done. The renal 
fossa is prepared by removing all fat and fascia 
from the lumbar muscles well above the costal 
margin. Occasionally the liver encroaches upon 
this area and light adhesions must be broken up to 
permit the kidney to be placed in a sufficiently 
elevated position. 

The kidney may then be held in its normal posi- 
tion and retained by any of numerous methods. 
Personally, I prefer to suspend the kidney by sutur- 
ing the perirenal fat and fascia to the lumbar 
muscles beneath the lower pole of the kidney 
according to the method of Deming. This opera- 
tion appears to me to be more physiological than 
other methods. It provides a sling beneath the 
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lower pole of the kidney which, in my experience, 
always holds it in place. By this method in my 
hands the kidney can be placed in a more elevated 
position than by the other procedures. I have never 
seen the advantage of stripping a portion of the 
capsule away. Adequate adhesions are formed by 
leaving the capsule intact. 

Following the operation, the patient should lie 
upon the operated side or upon the back for about 
a week. I feel that this helps to keep the kidney 
in a normal position while healing occurs. It is 
my custom to elevate the foot of the bed just 
enough so that the hips will be higher than the 
shoulders. Sufficient elevation to make the patient 
uncomfortable in bed is not necessary. At the end 
of about a week, the bed is lowered and the patient 
is permitted to lie on either side, but is kept flat in 
bed for a second week. A snug abdominal binder 
is then applied and the patient is permitted to sit 
up in bed or in a chair. The patient is allowed to 
return home in from fourteen to sixteen days, but 
is advised to avoid strenuous exercise, lifting or 
long rides for a period of at least a month. 
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Painless hematuria from a renal tumor usually means 

that the tumor has broken into the renal pelvis. 
* * * 

The painless character of hematuria from a renal tumor 
causes physicians and patients to disregard the symptom 
until pain occurs weeks or months later. 

* * 

Differential diagnosis of Wilms’ tumor should include 
adrenal neuroblastoma, hydronephrosis or pyonephrosis, 
congenital polycystic kidney, solitary cyst of the kidney, 
omental cysts and splenic enlargements. 

* * * 


The cardinal symptoms of tumor of the kidney are 
hematuria, pain, tumor, loss of weight and anemia. The 
most important of these is hematuria. 

- * * 

The sudden appearance of a varicocele may be caused 
by tumor obstruction of the spermatic vein by a renal 
tumor. 

* * * 

Radioactive iodine is most effective in well-differentiat- 
ed colloid-forming carcinomas of low malignancy the 
majority of which are amenable to cure by surgical re- 
moval. 

* * 

The usefulness of radioactive iodine in treatment of 
carcinoma of the thyroid is limited to the small group 
of carcinomas of low malignancy which have metasta- 
sized or extended beyond the scope of surgical removal. 
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PULMONARY ARTERY THROMBOSIS—-CONKLIN 


Pulmonary Artery 
Thrombosis 
A Case Report 


By Rear Admiral Fredric L. Conklin, (MC) 
USN (Ret.) and 
Lewis E. Litwin, M.D. 
Berrien Center, Michigan 


© amid A FEW more than 100 cases of pul- 

monary artery thrombosis have appeared in 
the literature since the syndrome was first reported 
in 1837. This condition is usually found in older 
age groups and is often preceded by some form 
of associated pulmonary or cardiac disease. It is 
rather insidious in its onset, and frequently the 
only presenting symptom is dyspnea, which occurs 
in 90 per cent of the cases. Hemoptysis, cyanosis, 
cough, and pain are seen less frequently as present- 
ing or associated symptoms. The thrombosis 
usually extends into both branches of the pulmon- 
ary artery, although only one side may be affected. 
If only one side is affected, it is usually the right. 
The following case report is quite typical in that 
both branches of the pulmonary artery were in- 
volved, and dyspnea was the only well marked 
symptom. 


Case Report 


A seventy-four-year-old white farmer was first seen at 
Berrien County Hospital on October 16, 1950, with an 
injury of the left chest which was incurred five days be- 
fore admission when he fell off a ladder while pruning 
trees. He stated that he was unconscious after the fall 
and on two occasions had hemoptysis. During these five 
days he was treated by a private physician and his chest 
was strapped with adhesive tape. The family history was 
negative and history of past health was negative except 
for an old fracture of the left forearm. Physical examina- 
tion of the chest revealed many coarse rhonchi in both 
lung fields. The percussion note was normal throughout. 
There was tenderness over the entire left chest wall. 


Laboratory.—Red blood count 4,900,000. White blood 
count 13,000, polymorphonuclear leukocytes 75 per cent, 
lymphocytes 25 per cent. Hemoglobin 88 per cent. Color 
index 0.9. Kahn test, negative. X-ray on October 17, 
1950, showed multiple fractures of the ribs on the left 
side, with old fractures of the fourth and fifth ribs, and 
double linear fractures of sixth, seventh, eighth, ninth 
and tenth ribs. There were fractures of the third to 
eleventh ribs, inclusive. Urinalysis: Specific gravity 
1.032, albumen and sugar absent. White blood cells, 1 
to 2 per high power field. Red blood cells absent, oc- 
casional hyaline casts seen. Blood pressure 160/90. 
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The temperature, pulse, and respiration remained with. 
in normal limits. The patient was given mild sedation. 
His course was uneventful and he was discharged No. 
vember 2, 1950, to convalesce at home. 

He was next seen in the outpatient department on 
February 14, 1951, with the complaint of dyspnea on 
exertion. The blood pressure was 140/100 and the pulse 
105. Physical examination of the heart..and.lungs was 
essentially negative. There was no ankle edema and no 
pain or tenderness over the body. At this time it was 
felt that the patient had myocarditis or possibly arterio- 
sclerotic heart disease with a left ventricular weakness, 
He was advised to live within the limits of his abilities 
and was given mild digitalization. 

On February 21, 1951, he was seen again in the out- 
patient department. His complaint at that time was poor 
appetite. He was given elixir of 1.Q.S. and Lextron to 
stimulate the appetite. The digitalization was continued. 
The red blood count was 5,050,000, the white blood 
count 15,100, with 82 per cent polymorphonuclear leu- 
kocytes and 18 per cent lymphocytes. The hemoglobin 
was 87 per cent. Physical examination of the heart and 
lungs was still negative to percussion and auscultation. 

He was readmitted to the hospital on February 26, 
1951, at which time he had become dyspneic on mild 
exertion. He was unable to walk short distances and 
discovered that he was orthopneic. Physical examination 
of the heart and and lungs was negative, and there was 
no pitting edema of the extremities. The blood pres- 
sure was 100/78, temperature 97.4° F., pulse 75 per 
minute, respiration 27 per minute. 


Laboratory.—Red blood count was 5,000,000. White 
blood count 19,200, polymorphonuclear leukocytes 79 
per cent, lymphocytes 21 per cent. Hemoglobin 75 per 
cent. Color index 0.75. Urinalysis showed specific grav- 
ity 1.030, albumen 2 plus, sugar absent, and there were 
red cells and white cells in the sediment. The nonprotein 
nitrogen was 62 mg. per cent. 


The patient was put to bed and given oxygen. An 
x-ray of the lungs and electrocardiogram were ordered 
but could not be taken due to the patient’s rapidly fail- 
ing condition. He became progressively dyspneic and 
slightly cyanotic. The next day the heart action became 
slightly irregular and faint. The lungs remained clear. 
He expired February 27, 1951, at 2:15 p.m. 

An autopsy was performed with the following pertinent 
findings in the chest: 


Thorax.—When the thoracic cavities are opened, the 
lungs are found to be approximately 20 per cent inflated. 
Each lung is bound to the posterolateral parietal pleura 
by numerous firm fibrous bands. The mucosa of the 
trachea and bronchi is pale red and moist. The external 
surfaces of the lungs are pinkish to reddish gray and 
finely mottled with black. Surfaces made by cutting 
through the lung parenchyma show considerable crepita- 
tion and are well aerated and pinkish to reddish gray 
in color. 


Cardiovascular—The pericardium is smooth and glis- 
tening, and the pericardial sac contains an estimated 25 
cc. of clear amber fluid. The heart is approximately twice 
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PULMONARY ARTERY THROMBOSIS—CONKLIN 


normal size, and the myocardium is soft and flabby. Al- 
though the chambers are dilated, there is no appreciable 
hypertrophy of the myocardium itself. The epicardium is 
smooth and glistening and contains a moderate amount 
of infiltrated fat. The myocardium is of average thickness 
and red brown in color. The leaflets of the mitral valve 
are slightly thicker and more opaque than average normal, 
and the leaflets of the tricuspid valve and cusps of the 
aortic and pulmonary valves are essentially normal. The 
coronary vessels are thick walled and their lumens are 
approximately 50 to 75 per cent obliterated. In the 
apex of the right ventricle and intimately adherent to 
the endocardium is a mass of purple and grayish brown 
tissue of moderately firm but soft consistence. This tis- 
sue is approximately 2.0 cm. thick and has a somewhat 
laminated appearance. Masses of this same tissue are 
found to be nearly completely occluding the main 
branches of the pulmonary artery. This tissue is ad- 
herent to the intima at various points and assumes a 
cylindrical shape corresponding to the lumen of the 
vessels. It extends into the secondary and tertiary rami- 
fications of the pulmonary artery. In the major branches 
of the pulmonary artery this reddish brown tissue is inter- 
mingled with gray lamina and appears fairly well or- 
ganized. However, in the smaller ramifications of the 
pulmonary artery this tissue becomes friable and dark 
purple in color. 


Gross Anatomical Diagnosis.— 


1. Pulmonary artery thrombosis 

2. Mural thrombus of the right ventricle of the heart 
3. Myocardial dilatation 

4. Bilateral chronic fibrous pleuritis 


Microscopic Autopsy.— 

Heart.—Sections reveal a marked hypertrophy of the 
myocardial fibers. Sections through the mural thrombus 
described in the right ventricle reveal this organizing 
blood clot to be attached by fibroblastic proliferation to 
the endocardium. In one area this myocardium is re- 
placed by a fibrous connective tissue scar which is con- 
tinuous with the organizing blood clot. Sections of the 
coronary vessels reveal marked thickening and sclerosis 
of the walls. 


Lungs.—Sections of the pulmonary artery reveal the 
blood clot described grossly to be an ante-mortem one, 
which shows evidence of propagation; namely, the depo- 
sition of recently clotted blood on the outer layer. There 
is no evidence that this thrombus is attached to the endo- 
thelium of the pulmonary artery. Sections of the lungs 
also reveal extensive atelectasis in some areas. In addition 
to the atelectasis, there is evidence of infarction with the 
hemorrhage within the alveoli showing evidence of or- 
ganization. In many of the small vessels organizing 
thrombi can be seen. The remaining alveoli show a 
marked emphysema. 


Final Anatomical Diagnosis.— 
1. Myocardial infarction, old, right ventricle. 
2. Mural thrombus in the right ventricle, secondary 


to 1. 
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2. Pulmonary artery thrombosis, secondary to 1 and 2. 
4. Pulmonary atelectasis, secondary to 3. 

5. Compensatory emphysema, secondary to 4. 

6. Congestion of the lungs, liver, spleen and kidneys. 
7. Myocardial dilatation. 

8. Bilateral chronic fibrous pleuritis. 


Conclusion 


Pulmonary artery thrombosis must be included in 
the differential diagnosis when the chief or only 
complaint is dyspnea. Ordinarily one considers 
three common categories when dyspnea is the pre- 
senting symptom. These are (1) cardiac disease, 
(2) pulmonary disease, (3) anemia. If, on the 
other hand, clinical and roentgenological evalua- 
tion of the heart and lungs is essentially negative 
for physical findings, one must also consider the 
possibility of pulmonary artery thrombosis. It is 
significant that cardiac dyspnea and pulmonary 
dyspnea are generally associated with the finding 
of rales in the lungs on auscultation. However, if 
the cause of the dyspnea is pulmonary. artery 
thrombosis uncomplicated by terminal cardiac 
failure, one may not expect to find rales in the 
lungs. Pulmonary dryness and absence of rales 
is considered an important clue in the diagnosis of 
this syndrome and is the result of the thrombus 
causing a mechanical decrease in the volume of 
blood entering the lung tissue. 
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CHANGE OF ADDRESS 


Please furnish the Lansing office promptly with infor- 
mation concerning any change in your address so that 
THE JoURNAL may be mailed to you regularly. If you are 
not now receiving THE JoURNAL, please so notify us and 
we shall give the matter immediate attention. . . . Mem- 
bers are urged to write to us promptly concerning their 
election to office in another medical group, certification 
by one of the boards, beginning or completion of a resi- 
dency in some specialty, enrollment for postgraduate 
study, and relocation for the practice of medicine. Ad- 
dress Michigan State Medical Society, 606 Townsend 
Street, Lansing 15, Michigan. 
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ORAL USE OF PROCAINE—ELLIS 


Oral Use of Procaine 


By Michael E. Ellis, M.D. 
Grand Rapids, Michigan 


HE USE OF procaine hydrochloride for the 

relief of pain, pruritus, muscle spasm, ventric- 
ular ectopic rhythm and other states by local or 
intravenous administration is well known. Re- 
cently, G. Roka and L. G. Lajtha reported in the 
British Medical Journal (2:1174, May 20, 1950) 
the use of oral procaine in the abolition of pyloric 
spasm, as well as to control chronic vomiting asso- 
ciated with gastric ulcer. Its use in the control of 
severe asthma was reported by M. M. Schapiro 
and M. Sadove in Annals of Allergy (8:85, 1950). 


Since procaine is readily absorbed from the gas- 
trointestinal tract, it was thought that if a sufficient 
amount could be absorbed without ill effect, a 
generalized systemic effect could be achieved, as it 
is when procaine is injected intravenously. Several 
cases are presented who were given oral procaine 
to relieve their pain and pruritus. 


Case 1.—A forty-year-old white woman had infectious 
eczematoid dermatitis which was pruritic. This was 
spreading from one area on the extremities to another. 
She was treated with penicillin parenterally and wet 
soaks of Burow’s solution with aureomycin locally. To 
control the pruritus she was given oral procaine, 1 gram 
dissolved in orange juice with sugar, every three to six 
hours as she needed it. Shortly after the first dose the 
pruritus was relieved. Each time that it recurred the 
procaine relieved her. After two days the infection was 
subsiding and no more procaine was necessary. 


Case 2.—A seventy-two-year-old white man was treated 
at the Mayo Clinic in Jan., 1951, for Hodgkin’s disease 
with x-ray therapy. On May 9, 1951, I saw this man. 
He had a temperature of 102° F., generalized lympha- 
denopathy, brownish discolored skin with deep excor- 
iated areas all over the body surface from his digging into 
the skin. The white blood cell count was 1,600 with 60 
per cent lymphocytes, of which 70 per cent were abnor- 
mal. Repeat white blood cell counts had the same dis- 
tribution. He was treated with penicillin daily. To 
control the severe pruritus he was given 1, then 2, grams 
of procaine orally in orange juice with sugar every three 
to four hours. This controlled his pruritus very well. The 
excoriated skin lesions healed completely. Six weeks 
later, when the white blood cell count was 4,500 with 
normal differentials, he was given a course of nitrogen 
mustard therapy. This gave very little relief. Since then, 
procaine was used only when the pruritus appeared to 
disturb him, usually at night. He died of this illness on 
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July 9, 1951, but was kept quite comfortable from the 
pruritus with the oral procaine. 


Case 3.—A forty-six-year-old colored woman with es. 
sential hypertension has also the menopausal syndrome 
with hot flashes followed by sweating. She also has vague 
muscular aches about the neck and in the left leg. A 
muscle biopsy was not abnormal. Estrogens relieved the 
menopausal symptoms. Only codeine or other narcotics 
would relieve the muscle pains. She was given procaine 
orally, as above. The pains were relieved for four to six 
hours. After taking this for about ten days these pains 
were minimal for a month. Subsequent recurrences of 
the pain have been relieved by the oral procaine. 


Case 4.—A fifty-seven-year-old white woman com- 
plained of pain in the left wrist. On examination there 
was redness, and some swelling and tenderness in the 
soft tissues about the ulna. She could not rotate the 
hand toward the ulnar side. She was given salicylates 
without relief. Then she was given oral procaine, 1 gram 
every four to six hours. This gave her relief from the 
pain until gradually the inflammatory process subsided. 


Case 5.—A sixty-four-year-old white male developed 
rheumatoid arthritis of the spine about two years ago. He 
has been treated off and on with x-ray therapy with 
relief of the severe pain. Recently, x-ray therapy has 
not relieved him as much as it did at first. 
given oral procaine in 2 gram doses. 
relief for four to six hours. 


He was 
This gives him 


Case 6.—A_ twenty-eight-year-old white woman has 
severe occipital headaches which extend down into both 
shoulders. These headaches always occur the day after 
she does sewing and ironing, when she keeps her head 
down for a long period of time. At the end of the day’s 
work she feels a slight stiffness in the neck and knows 
that she will awaken with a headache the next morning. 
She was told to take 2 grams of procaine orally at the 
end of the day’s work when she felt that she was going 
to have a headache. She has done this. The headaches 
still occur but are now very mild. 


Case 7.—A sixty-two-year-old colored man lifted a 
heavy piece of equipment one day. A few days later he 
had severe pain in the region of the left sacroiliac joint. 
There was spasm of the gluteal muscles in this area. This 
was injected locally with procaine. He was told to take 
1 gram of procaine every four to six hours thereafter. 
He did not have any more severe pain. In two days 
he did not need to take the procaine any more. 


Case 8.—A thirty-year-old white man has severe mid- 
epigastric pain which awakens him from sleep. One upper 
gastrointestinal x-ray was done. There was marked pyloro- 
spasm. This was repeated again in two days. Fifteen 
minutes before the second study was to be done he was 
given 1 gram of procaine in 100 cc. of water to drink. 
There was no pylorospasm present and a satisfactory 
study was made. No ulcer was found. Since then, he 
has taken 0.5 gram of procaine orally for the pain. He 
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ORAL USE OF PROCAINE—ELLIS 


gets relief in a few minutes, but must take milk or an 
antacid to maintain this relief. 


Case 9.—A _ fifty-seven-year-old colored woman had 
pain in both knees for many months. This was aggra- 
vated by being on her feet many hours of the day, and 
was relieved to a great degree by bed rest. She also 
complained of occipital headaches on awakening in the 
morning the past couple of weeks. She was obese, 
5 feet 2 inches, weighing 189 pounds. The blood pres- 
sure was 190/120. There was a grating feeling on pal- 
pation of the knee joints upon motion of the leg. She 
was given 3 grams of procaine in orange juice every 
four to six hours. The pain in the knees was relieved to 
a great degree. She is on a reduction diet and 2 grams 
of procaine, as needed, to relieve the pain in her knees. 


Case 10.—A thoroughbred German Shepherd dog at 
the age of six months developed a pruritic scaly, erythem- 
atous, skin eruption on the abdomen and inner thighs. 
This was getting progressively worse. It was seen by 
veterinarians, a dermatologist, and finally at the veter- 
inary schoo] at Michigan State College. Nothing specific 
could be found as the cause, and no remedy tried was 
of any value. After four months of illness the dog was 
given 500 mg. of procaine orally, morning and evening, 
for a few days, and then 750 mg. in the evening when 
it bit itself the most. The pruritus was promptly relieved. 
In about ten days the lesions were almost all healed. In 
fifteen days there were no more lesions, and the dog was 
free from pruritus. This has been the longest that the 
dog has been free of skin lesions or pruritus since it was 
first discovered. * 


Case 11.—A thirty-five-year-old white man off and on 
developed an erythematous pruritic rash on the palms of 
his hands and on the soles of his feet which lasted a few 
days. He noticed this more when he got “nervous.” He 
was given 1 gram of procaine orally. This relieved him 
for a period of three to five hours. 


Case 12.—A thirty-year-old woman has had psoriasis 
since the age of four. Pruritus was marked. She was 
given 1 gram of procaine orally every three to six hours 
as needed. This relieved her pruritus for a few doses. 
Later, it had to be increased to 2 grams at the same 


interval. The pruritus has been controlled for over one 
week. 


Cases 13 and 14.—Two young men, aged twenty-one 
and thirty-four, had had substernal pain for one and 
three years, respectively. No obvious causes for the pain 
could be elicited by physical examination or x-ray studies. 
Both were given oral procaine in 2 gram doses. No relief 
from the symptoms occurred. 


Discussion 


Procaine hydrochloride is a white crystalline sub- 
stance easily soluble in water. It has a very bitter 
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taste. For this reason, in order to make it palata- 
ble, it was given in orange juice plus sugar. Later, 
the Pitman-Moore Company supplied some 250 
mg. sugar-coated tablets which eliminated the un- 
savory taste. 

The only side effect complained of by three of 
the patients was a transient lightheadedness when 
2 or 3 grams were ingested. Otherwise, it was well 
tolerated. 

Although the number of cases reported here is 
small, the number of doses of procaine given was 
large, over 200. In each patient reported who had 
relief, this occurred regularly after every dose, espe- 
cially in the cases of pruritus, where objective 
evidence of cessation of scratching could be seen, 
as well as the patient’s word that relief was ob- 
tained. 

Graubard and Peterson give an excellent review 
of the use of procaine parenterally in their mono- 
graph “Clinical Use of Intravenous Procaine.” 
They quote references which state that procaine 


‘is detoxified mainly by the liver. However, if this 


is so, a generalized systemic effect could not be 
obtained by the oral route, as the absorbed procaine 
passes first through the liver. It may be that in 
the dosages used by these patients the liver was 
not able to detoxify all of the procaine immediately 
after absorption from the gastrointestinal tract, so 
that enough was present in the circulation to be 
effective at the site of action. 


Summary 


Oral procaine was effective in the relief of 
severe pruritus and some types of pain, namely 
pylorospasm and arthralgic and myalgic states. 
The dosages ranged from 1 to 3 grams every three 
to six hours. 
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“DISCUSS FRANKLY WITH ME” 


A new, attractive tool in medical public relations is 
offered by the American Medical Association. It is a 
plaque which encourages patients to discuss with their 
doctors of medicine any questions they may have re- 
garding fees or services. The plaque reads: 


“TO ALL MY PATIENTS. I invite you to discuss 
frankly with me any questions regarding my services or 
my fees. The best medical service is based on a friendly, 
mutual understanding between doctor and patient.” 

The plaque is available from the AMA and it costs 
only one dollar. 
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MEETING OF FEBRUARY 21, 1952 


Studies on the Metabolism of the Isolated Islet 
Tissue of Fish by Means of Micro-Analytical 
Techniques and Their Relation to the 
Diabetes Problem 


ARNOLD Lazarow, M.D., Ph.D. 


(Department of Anatomy, Western Reserve 
University, Cleveland, Ohio) 


The finding that alloxan produces selective ne- 
crosis of the beta cells of the pancreas (Dunn, 
Sheehan, and McLetchie) has suggested that 
chemical agents similar to alloxan may play a role 
in causing human diabetes. In order to learn 
more about the mechanism of alloxan action, we 
have studied the chemical properties and the 
diabetogenic potency of a series of compounds 
related to alloxan. It was found that although 
alloxan reacted with sulfhydryl groups, a simple 
reduction product of alloxan i.e. dialuric acid, 
did not produce diabetes nor did it combine with 
sulfhydryl groups. The injection of sulfhydryl 
compounds cysteine, and BAL) 
immediately preceding a diabetogenic dose of 
alloxan, protected rats against the development of 
diabetes. Since other investigators have shown 
that active sulfydryl groups are necessary for the 
action of a number of enzymes, we have suggested 
that alloxan produces diabetes because it com- 
bines with essential sulfhydryl groups of enzymes. 

Although large doses of alloxan will kill other 
cells, small doses selectively destroy the beta cells. 
This selectivity of alloxan for the insulin pro- 
ducing cells may result from their biochemical 
specialization. 


(glutathione, 


Insulin is an unusual protein in 
that 12 per cent of its amino acid residues are 
cystine. (Cystine is the oxidized form of the 
sulfhydryl amino acid, cysteine). Presumably, 
during the synthesis of insulin, cysteine is oxidized 
to cystine. The synthesis of insulin may therefore 
produce a localized depletion of sulfhydryl com- 
pounds such as glutathione within the beta cells 
and thus explain the selectivity of alloxan. 
Although alloxan can be reduced to a non- 
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diabetogenic derivative, i.e. dialuric acid, this 
product is reoxidized to its diabetogenic derivative 
by cytochrome c. Since cytochrome c is capable 
of oxidizing the sulfhydryl group of cysteine to its 
disulfide derivative (cystine), it is possible that 
the specialization of the beta cells for insulin 
synthesis would selectively favor the accumulation 
of diabetogenic compounds in these cells in 
addition to depleting their sulfhydryl groups. 

We have undertaken a study of the enzyme 
systems in islet tissue by using fish as an experi- 
mental animal. In the toadfish the insulin- 
producing cells are separated from the ascinar 
tissue and they are concentrated in a principal 
islet located in the mesentery. We have shown 
that alloxan injection produces diabetes in fish. 
Although the islet weighs only a few milligrams, 
it is possible, by means of micro analytical tech- 
niques, to carry out micro colorimetric, micro- 
titrometric, micro-gasometric, and micro-respiro- 
metric analyses on a single islet. Details of the 
various micro-analytical methods were discussed. 
Using the cartesian. diver, respirometric studies 
were carried out on samples of tissue weighing 
only 0.1 milligram. The distribution of the 
enzyme systems which reduce and oxidize cyto- 
chrome ¢, i.e. cytochrome oxidase and succinic- 
dehydrogenase have been studied. It was found 
that the quantitative distribution of these 
enzymes in the islet tissue differs markedly from 
most other tissues studied. We are 
characterizing the other enzyme systems of islet 
tissue and determining the effect of alloxan on 
these enzyme systems. It is hoped that these 
studies may aid in understanding the cause of 
human diabetes. 


now 





Business grants to education and research ought to 
be increased, says Beardsley Ruml. He urges business 
to take full advantage of the Federal tax laws permitting 
corporations to deduct 5% of their total net income be- 
fore taxes for educational, scientific, and welfare purposes. 
In a pamphlet issued by the National Planning Associa- 
tion, he states that deductions for this purpose have been 
running less than 1%. Contributions of this type create 
good will for the companies. 
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MEETING OF OCTOBER 22, 1951 


Fat Embolism: A Clinical Investigation 


M. M. Mussetman, M.D., W. W. Gtas, M.D., 
and T. D. Grexin, M.D. 


Fat embolism may be expected in about one- 
half of all persons who have been either 
moderately or severely injured. It is most common 
in persons with fractures and burns but will 
occur in about one-fourth of the patients with 
other injuries. Significant symptoms will develop 
in at least one-third of the patients with fat 
embolism. 

The symptoms are frequently confused with 
those of 
psychosis, 


delirium tremens, post-traumatic 
broncho- 
pneumonia, cardiac contusion, and surgical shock. 
About 10 per cent of the patients having fat 
embolism will die as a result of it. 

A diagnosis of fat embolism is justified in a 


patient who has suffered injury and_ exhibits 


pulmonary contusion, 


characteristic clinical manifestations, no other 
cause for which can be demonstrated. The diag- 
nosis may be supported by the demonstration of 
characteristic pulmonary changes in the x-ray. We 
agree with those who believe that the demon- 
stration of free fat in the urine is a practical and 


reasonably accurate test for fat embolism. 


The Arterial Blood Supply of the Human Stomach 


LyLe Jacosson, M.D., Joun R. Brown, M.D., 
and Joun W. Derr, M.D. 


The arteries of the stomach have been restudied 
by latex injections of fresh human autopsy speci- 
mens. Injections were carried out with all vessels 
intact, after which the relative importance of the 
left and right gastric and right and left gastro- 
epiploic arteries was determined by injecting each 
after ligation of the other three. Resulting speci- 
mens, cleared, demonstrate the abundant 
anastomoses within the gastric wall and the 
relative proportions of the blood supply which are 
or can be contributed by each of these vessels. The 
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results are of great interest in relation to operative 
procedures upon the stomach. 


Transposition of the Ileocolic Segment as Food- 
Pouch after Total Gastrectomy 


D. Emerick Sziacyi, M.D. 


From the Department of Surgery of the Henry 
Ford Hospital 


In order to alleviate or remedy the nutritional 
problems of the totally gastrectomized patient, 
which to a considerable degree are due to the 
lack of space for holding the ingested food, Lee 
has recently recommended the interesophago- 
duodenal transposition of the ileocolic segment to 
serve as a food reservoir after total gastrectomy. 

This procedure, which appears to have sound 
anatomical merits, has been carried out at the 
Henry Ford Hospital in three cases of total 
gastrectomy for cancer. One patient died eleven 
days after his operation from _ generalized 
peritonitis apparently originating in acute (trau- 
matic) pancreatitis. One patient, a man of sixty- 
five, lived for six months before succumbing to a 
recurrence of his original disease, and one patient, 
a sixty-two-year-old woman, is alive and well 
eleven months after her operation. 

In the last-named two cases studies were carried 
out on the secretory and motor functions as well 
as holding capacity of the food-pouch and on the 
patients’ utilization of proteins, fats, and carbo- 
hydrates. 

From the clinical and laboratory observations 
made in these cases the following conclusions 
can be drawn: The fashioning of a substitute 
stomach out of an ileocolic segment after total 
gastrectomy is a relatively simple technical task. 
The added surgical trauma the operation entails 
is not prohibitive, but it can be assumed to increase 
long-range mortality and morbidity rates. It is too 
early to estimate whether the advantages this 
procedure affords as regards the patients’ 
nutritional rehabilitation are commensurate with 
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its complexity and its expected greater operative 
risk. Some of the unpleasant symptoms of con- 
ventional total gastrectomy have been corrected 
by the man-made food-pouch. However, the 
return of gastrectomized patients to relatively 
normal eating habits and adequate food utiliza- 









Operative Treatment of Spinal Cord Compression 
in Paget’s Disease 


Frep Lattimer, E. S. Gurpyian, M.D., and 
J. Wesster, M.D. 


Generally speaking, therapy of any type in 
Paget’s disease has proved disappointing. The 
surgical treatment of spinal cord compression in 
Osteitis 
pessimism by some. 


Deformans has also been viewed with 

However, three cases of cord involvement by 
bone proliferation are presented in which the re- 
sults of treatment were satisfactory, although 
admittedly only palliative. Management con- 
sisted of localization of the lesion by myelography 
followed by surgical decompression of the involved 
segments of laminectomy. 


An Evaluation of the Transmetatarsal Amputa- 
tions in Peripheral Vascular Disease 
Hersert E. Pepersen, M.D., and 


A. Jackson Day, M.D. 


The combination of reduced surgical mortality 
and morbidity, and increased life expectancy in 







The Effect of Direct Implantation of the Common 
Bile Duct into the Duodenum: An Experi- 
mental Study 


ALFRED LarcE, M.D. 


The recent controversy concerning the most 
satisfactory method of reconstruction of the 
common bile duct prompted this study. 
were used as experimental animals. Following 
previous obstruction of the common bile duct, 
this duct was anastomosed directly to the duo- 


Dogs 
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tion even after ileocolic transposition is a matter 
of gradual readjustment quite similar to that after 
conventional total gastrectomy. With the ileocolic 
pouch this readjustment may be quicker and 
somewhat more nearly complete. 
deserves further evaluation. 


The procedure 





the elderly patient with peripheral vascular in- 
sufficiency makes function a basic consideration in 
selecting the level of amputation. Early trans. 
metatarsal amputation, when gangrene of toes 
appears, leaves a good functioning stump for 
which no prosthesis is needed, and may -prevent 
the necessity of a major amputation. 

Twelve consecutive transmetatarsal amputations 
are presented. In three there was primary healing, 
and in five secondary healing. One patient is still 
healing, one is a probable failure and two were 
failures. The possibility of success can be best 
assessed by noting the extent of gangrene and 
the nutrition and warmth of the skin of the foot. 
Healing occurs frequently in the absence of a 
palpable pulse below the femoral vessels, and in 
spite of gross wound infection. There was no 
evidence that previously performed 
sympathectomies contributed to success. 


lumbar 
Unless 


one is prepared to treat delayed healing the © 


operation should not be performed. It is felt 
especially significant that in the presence of an 
open lesion of the toes, severe rest pain may be 
relieved by transmetatarsal amputation when con- 
servative measures, 


including sympathectomy 


have failed. 


denum, 


and _ the progress of the 
animals observed for periods up to 18 months. 
The effects of elimination of the sphincter of 
Oddi from the extrahepatic biliary system were 
discussed, together with certain clinical implica- 
tions. 


subsequent 


Development of the Human Shoulder 
ERNEST GARDNER, M.D. 


The shoulder joint has a pattern of develop- 
ment which is basically similar to that for other 
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large synovial joints, such as knee, hip and elbow. 
The axial condensation or blastema of the limb 
buds becomes segmented in the region of future 
joints. The segmentation is indicated by what 
is termed a homogeneous interzone. This cellular 
region becomes less cellular in its middle portion 
and thus acquires a three-layered appearance. 
This middle lighter portion is directly continuous 
with adjacent mesenchyme which is becoming 
part of the joint and which is distinguished by 
the fact that it is This 
mesenchyme gives rise to synovial 

capsule and to intra-articular structures such as 
glenoid lip, cruciate ligaments and menisci. At 


vascular. vascular 


tissue, to 


the time that an interzone becomes three-layered, 
all adult characteristics recognizable 
shape, ligaments, muscles, nerves, are present. 
This stage is reached before the end of the em- 
bryonic period and the time from blastema to a 
formed joint is probably two weeks or less, that 
is, the period from six to eight weeks of develop- 
ment. Subsequent changes are mainly maturation, 
although villi, some bursae, intra-articular fat 
and other structures do not appear until later 
in the fetal period. The fetal stage is particularly 
valuable for studying many anatomical features 
not readily demonstrated by dissection. 
ample, various vursae and ligaments, such as the 


such as 


For ex- 


subscapularis bursa and its relationship to the 
glenohumeral ligaments, can be readily studied in 
serial sections of fetal shoulders. 


Mitral Commissurotomy for Multiple Valvular 


Lesions 


James B. Buiopcett, M.D. 


This is a report of seventeen consecutive mitral 
Grace 
Hospital. Commissurotomy was done for patients 


commissurotomies carried out at the 
with progressive failure when the primary valve 
lesion was mitral stenosis. 
associated 


regurgitation and aortic regurgitation were not 


Moderate degrees of 


valve lesions, particularly mitral 
considered contraindications to operation since 
increased ventricular filling permitted by com- 
considered to permit 
functional compensation for the associated valve 


defects. 


missurotomy might be 


The group of seventeen, consists of four patients 
with “pure mitral stenosis”; seven patients with 


mitral stenosis and mitral regurgitation; two 


Aprit, 1952 





patients with mitral stenosis, regurgitation, and 
aortic regurgitation; four patients with mitral 
stenosis, regurgitation, aortic regurgitation and 
One patient had all four valve 
lesions plus tricuspid insufficiency. The age 
distribution was from twenty-five to fifty years. 
There were fourteen women and three men. 
Four patients had suffered arterial emboli before 
operation; two, pulmonary emboli. 


aortic stenosis. 


During operation direct writing electrocardio- 
grams were taken on all patients. Two patients 
had cardiac arrest during the operation with un- 
eventful resuscitation. Lateral commissurotomy 
only was done on all patients. The postoperative 
valve size in ten cases was approximately 2.3 
square centimeters; in seven, about 4 square 
There was one hospital mortality 
which occurred as a result of an operative hemor- 


centimeters. 


rhage from a fracture of the auricle wall. 

Of the sixteen patients discharged from the 
thirteen are distinctly improved, as 
measured by their increase in functional capacity. 
Two were moderately improved to such degree 
as to make the procedure worthwhile. One patient 
who had five valve lesions was moderately im- 


hospital, 


proved for six months when she began to have 
recurrent pulmonary emboli and terminated her 
own life at the end of a year. No patients have 
shown any sign of recurrence of the mitral 


stenosis. 
The preoperative, operative and postoperative 
care is discussed. The quantitative functional 


improvement of each patient is measured by the 
increase in stair climbing capacity—this is repre- 
sented in graphic form. 





Michigan Hospital Service (Blue Cross).—E. Dwight 
Barnett, M.D., President, and W. S. McNary, Executive 
Vice President, of Michigan Hospital Service, are most 
anxious to see that information furnished by their dis- 
trict office personnel is accurate and is given in a cour- 
teous manner. Writes Mr. McNary: “The best way 
the medical profession can aid us in taking construc- 
tive action to correct any untoward situations which may 
exist is to give us the complete details of any actual 
complaints which reach them. We should have the data 
on any such incidents just as quickly as possible after 
they occur.” 

Through this praiseworthy co-operation, the medical 
profession is assured of good accurate service in the 
Michigan Hospital Service-Michigan Medical Service 
(Blue Cross-Blue Shield) branch offices. 
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LYMPHATIC LEUKEMIA 
IS CANCER 


i tuned lymphatic leukemia is cancer is now a 
recognized fact but many years ago such was 


not the case. The Editor, in 1908, read a paper 
before the Michigan State Medical Society annual 
session in June, which was published in THE 
JourNAL on January, 1909, entitled “Lymphatic 
Leukemia with Report of Three Cases.” Quoting 


from Page 10: 


“There were many poikilocytes present as well as 
various sizes of red cells; a large number of poly- 
chromatiphilic red cells and an equally large number 
with only rings of hemoglobin. There were a few 
normoblasts, with mitotic nuclei, and six large lympho- 
cytes undergoing karyokenesis. Hydrops of nuclei was 
present in a few cases, and some of the lymphocytes 
were vacuolated. On the day of death I found five 
large lymphocytes in the process of cell division.” 

Several paragraphs were given to the discussion 
of the possibility that leukemia might be malignant, 


and then: 


“Personally, I accept this theory, believing that the 
disease is due to a malignant change in the blood- 
forming cells of these blood-forming organs . . . I found 
a few mitotic figures in the large lymphocytes of each 
of these cases . . . In Case I there were a few red cells 
with mitotic neuclei.” 

In the descriptions also was mentioned the fact 
that we found small unaccountable cocci present 
in nearly every smear. During the discussion 
following the paper, George Dock, M.D., then 
Professor of Medicine at the University of Michi- 
gan, said many had looked for these figures but 


only artecfacts had been reported previously. 


ANOTHER CREEP IN 
CREEPING SOCIALISM 


6 ew PROPOSED Covenant of Human Rights 

now before the United Nations, if adopted 
and ratified by the Senate, will commit the 
United States to a permanent, all-out welfare 
state and Socialist program. 

The provisions which will have this appalling 
effect are found in Part III of the Covenant, 
which section is entitled “Economic, Social and 
Cultural Rights.” Article 19 provides: 
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“The states (nations) parties to the present 
covenant . . . undertake to take steps, individually 
and through international co-operation, to the 
maximum of their available resources, with a view 
to achieving progressively the full realization of 
the rights recognized in this part of the present, 
covenant.” | 

These so-called “rights” which the Government 
of the United States would seek to achieve pro- 
gressively include, under the terms of the 
Covenant: (1) The right of everyone to social 
security; (2) the right of everyone to adequate 
housing; (3) the right of everyone to an adequate 
standard of living and the continuous improve- 
ment of living conditions; (4) the right of every- 
one to just and favorable conditions of work— 
including, among other items, “periodic holidays 
with pay”; (5) the right of everyone to enjoy- 
ment of the highest standard of health obtain- 
able, and (6) the right of everyone to education. 





(These above two paragraphs are quoted from the 
weekly News Letter of Congressman, Paul Shafer, 
February 18, 1952.) 


Article VI of the Constitution of the United 
States, second paragraph, reads: “This Constitu- 
tion and the Laws of the United States which 
shall be made in Persuance thereof; and all 
Treaties made, or which shall be made under the 
authority of the United States shall be the supreme 
Law of the Land; and the Judges in every State 
shall be bound thereby, any Thing in the Con- 
stitution or Laws of any State to the Contrary 
notwithstanding.” 

The Covenant of the United Nations has been 
held by The Supreme Court to be the same as a 
treaty, and like some other covenants and agree- 
ments is in effect the Law of the Land. Now 
consider four other paragraphs from Mr. Shafer’s 
letter: 


“No one disputes that these are legitimate 
aspirations of free men everywhere. But that is 
something vastly different from legal ‘rights,’ 


(Continued on Page 498) 
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To Every Member, 
Michigan State Medical Society. 


Dear Doctor: 


The new MSMS brochure of the proposed Beaumont 
Memorial on Mackinac Island, honoring Dr. William 
Beaumont, gives you, to a slight degree, some informa- 
tion of the project undertaken by your State Society. 


The contributions made by Dr. Beaumont to medicine 
are too numerous to list in this letter, but to express it 
briefly, “He was the pioneer physiologist of this country, 
the first to make an important and enduring contribution 
to this science.” 


By reconstructing the American Fur Trading Com- 
pany Store where Doctor Beaumont began his famous 
work, we can symbolize the thought that service to 
humanity is the basis of the profession of medicine. 
Each individual doctor of medicine in the State of 
Michigan should take a personal pride in the restoration 
of this medical landmark. 


I am suggesting that every M.D. in Michigan join 
with the rest of us in subscribing the relatively small 
amount of $40,000. With over 5,000 members in our 
Society, the individual contribution need not be large. 


Your contribution now to the Beaumont Memorial 
will allow us to start work this spring on what should 
become a shrine to every doctor of medicine. 

Sincerely yours, 


Clr” OTB XH 


President, Michigan State Medical Society 
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ANOTHER CREEP IN CREEPING 
SOCIALISM 


(Continued from Page 496) 


which the so-called Covenant on Human Rights 
would have guaranteed by government. And the 
Covenant asserts the Socialist-Communist doctrine 
that these rights ‘are provided by the state.’ 

“Obviously, the Government of the United 
States could not make such a pledge or undertake 
such an obligation without committing itself to 
a permanent welfare state and Socialist order. 
Note, for example, the further provision regarding 
‘the right of everyone to enjoyment of the highest 
standards of health obtainable.’ 

“With a view to implementing and safeguard- 
ing this right each state (nation) party hereto 
undertakes to provide -legislative measures to 
promote and protect health and, in particular... 
to provide conditions which would assure the 
right of all to medical service and medical atten- 
tion in the event of sickness. 

“It is one thing for Americans to seek—as they 
are seeking—the highest standard of health and 
medical service obtainable. It is quite another 
thing for the government to guarantee this by 
legislative measures which, obviously, could only 
mean socialized medicine.” 

On reading of these frequent nibbles or gestures 
toward the socialist state, or the nationalization of 
some department or area of medical care one is 
often prompted to consider that each one may 
fail; or none may be a big advance, forgetting 
that the sum total is amazingly large. These 
Utopian planners, the sponsors of such schemes 
are playing for keeps; they mean business, and 
will not desist. 

The American Bar Association considers the 
premise at the beginning of this editorial to be 
of alarming significance. 
comments : 


Witness two editorial 






BAR BOARD OPPOSES UN SOVEREIGNTY 


The American Bar Association Board of Governors, 


meeting here, recommended that the  association’s 
House of Delegates propose a constitutional amendment 
to insure that no United Nations covenant or other 
foreign treaty supersede any domestic laws. 

The board also favored rejection of the UN press 
covenant governing American foreign correspondents 
and the idea of an international criminal court. 

The board recommended approval of a report from 
the Committee on Peace and Law through the UN, of 
which Alfred J. Schweppe, Seattle, Wash., is chairman. 

Opposition to this report is expected from the Section 
on International and Comparative Law, headed by 
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Lyman Tondel, of New York. This committee has often 
reflected the views of the State Department.—Chicago 
Tribune, Feb. 22, 1952. 


CHARTER vs. CONSTITUTION 


The American Bar Association’s Board of Governors 
has recommended that its House of Delegates propose 
an amendment to the Constitution that would prevent 
any United Nations covenant or other foreign trea 
from superseding domestic laws in the United States, 

A similar purpose is behind the “Ohio Amendment” 
which Senator Bricker proposed earlier this month in 
the Senate, with the support of Senator Taft and more 
than 50 of their colleagues of both parties. 

The effect of such an amendment would be to take 
out of the Constitution the provision that makes all 
treaties ratified by Congress “the supreme law of the 
land.” The United States is the only member of the 
United Nations whose constitution elevates treaties 
above domestic law. 

The American Bar Association has long fought the 
ratification of such multilateral treaties as the Genocide 
Convention and Covenant on Human Rights solely be- 
cause of this provision, which was written into the 
Constitution when no one dreamed that it would ever 
be used to make over our whole internal political setup. 

The loophole through which influential groups are 
now seeking to substitute UN sovereignty for United 
States sovereignty should be promptly and _ firmly 
plugged.—Detroit Free Press, Feb. 26, 1952. 





GENERAL EISENHOWER AND 
SOCIALIZED MEDICINE 

—On January 7, 1952, General Eisenhower an- 
nounced that he was a Republican, and if 
offered the nomination for President would accept. 
He would make no. statement of policy, and has 
made none. Other candidates have expressed 
themselves on the subject of compulsory health 
insurance as some wish to call it, but not the 
General. 

Senator Henry Cabot Lodge, General Eisen- 
hower’s national campaign manager, just back 
from a conference with the General, spoke at a 
CIO convention in Boston as reported in an article 
entitled “Inside Labor’ by Victor Riesel which 
appeared in a recent issue of Labor. 

Quoting from the article: 


“Then down to the platform he went, and for the 
first time, an important policy-making Eisenhower 
spokesman outlined a domestic program. He attacked 
corruption in Washington, blamed the administration 
for failing to build a durable peace, and literally quoted 
the high prices of bread, hamburger, milk, lamb, right 
down to coffee.” 


We skip considerable, but quote the following: 


“If Senator Lodge did not come out for socialized 
medicine, he came closer to it than he believes. The 
Eisenhower sparkplug said: 


““*We should consider measures (which) will in- 
(Continued on Page 518) 
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Sites for injection of local anesthesia in obstetrics. Sites 1 to 4 
should be similarly injected on the contralateral side. Site 5 
is for episiotomy. Adapted from Johnson, O. J.: Nerve Block 
in Painless Childbirth, J.A.M.A. 145:401 (Feb. 10) 1951. 


Pudendal Block in Obstetrics 
Simplified with ALIDASE 


Using a local anesthetic with hyaluronidase, Heins' reports: “Complete perineal 
anesthesia is practically instantaneous. .. . The technique of pudendal block is greatly 
simplified. The operator does not have to inject the nerve per se, but infiltration in 
the vicinity of the nerve will accomplish an effective block.” 

Baum?’ states: “The use of hyaluronidase is found to be a safe and simple method 
for increasing the efficiency of pudendal block in obstetrics and for overcoming many 
of the objections to this type of obstetrical anesthetic.” 


ALI DASE ii:::; purified, well tolerated brand of hyaluronidase— 


definitely shortens the period between completion of the block and establishment of 
operating analgesia. Swelling, induration and discomfort are almost negligible with 
Alidase. 


1Heins, H. C.: Pudendal Block with Hyaluronidase, J. South Carolina M. A. 
46:309 (Oct.) 1950. 


2Baum, F. E.: The Use of Hyaluronidase in Pudendal Block, Am. J. Obst. & q 
Gynec. 60:1356 (Dec.) 1950. 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





Revised immunization recommendations of the Mich- 
igan Department of Health stress the use of triple com- 
bined antigens starting at three months of age followed 
by three more doses at monthly intervals. 

The Department recommends that the smallpox vac- 
cination be given at five months of age so the reaction 
can be read when the child is six months old and re- 
turns for his fourth dose of triple vaccine. 

There have been no changes in the recommendations 
for booster doses. 

The revised immunization schedule has been recom- 
mended by the State Health Department with the ap- 
proval of the Child Welfare Committee of the Michigan 
State Medical Society, the Academy of Pediatrics (Mich- 
igan Branch) and the Department of Pediatrics, Uni- 
versity of Michigan. 

The suggested schedule that appears below can be 
modified in many ways by the use of single antigens 
and by varying the ages at which certain antigens are 
given. 


Age Dosage 

3 months One dose of diphtheria toxoid alum 
precipitated, tetanus toxoid alum 
precipitated, and pertussis vaccine 
(15 billion organisms) combined. 

4 months Repeat above. 

5 months Repeat above; vaccinate against 
smallpox. 

6 months Repeat triple antigens and read 


smallpox vaccination. 


Repeat triple antigens; do a tuber- 
culin test. 


2 to 3 years 


5 to 6 years One dose of diphtheria toxoid alum 
precipitated and tetanus toxoid 
alum precipitated combined; re- 
peat smallpox vaccination. 

10 years Repeat double antigen and small- 


pox vaccination. 
. as 


Construction has finally begun on the new building 
to house the Western Michigan Section of the Division 
of Laboratories, replacing the obsolete structure which 
has served since the laboratories were established there 
in 1926. Service to southwestern Michigan counties will 
be greatly facilitated by adequate quarters. 

* * * 


The Department’s training facilities are constantly in 
use by a wide variety of students. Eleven students 
started work March 3 in the Laboratory Training School. 
Of these, five are from Michigan State College, two from 
Albion College, one from the Michigan College of Min- 
ing and Technology at Houghton, one from College of 
St. Teresa, Winona, Minnesota, and one a special student 
from Flint. Police Administration students from MSC 
spend a week in the Department’s Crime Detection 
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Laboratories as a part of their course. One MSC 
Public Administration Student is working in the Divi. 
sion of Administrative Services on inter-organization 
communications, and a PHS trainee is getting field 
training in x-ray techniques in the Division of Tuberc. 
losis and Venereal Disease Control. 

* * * 

“Hearing Aids for Children,’ a mimeographed book- 
let prepared by the Hearing Conservation Service of the 
Section of Maternal and Child Health, is written for 
parents of children for whom a hearing aid has been 
recommended. It advises on selection and care of in- 
struments and reprints the Trouble Shooting Chart pre- 
pared by S. Gordon Taylor. Copies of the booklet are 
available to any physician wishing to use them. 

* * 

Charles Scott Miller, M.D., resigned as director of 
the Mecosta-Osceola District Health Department. Mr. 
Lloyd C. Rehkopf, sanitarian, was appointed acting 
director. , 

* * * 

The Michigan Department of Health is now legally 
responsible for licensing and bonding persons, includ- 
ing partnerships, associations and corporations engaged 
in servicing and cleaning septic tanks, seepage pits and 
cesspools. The law, Act 243 P.A. 1951, requires that 
any person engaged in this work in Michigan after July 
1 have not only the license and bond to operate his 
business but also a license for each truck or vehicle 
transporting the wastes. 

* * * 

Rheumatic fever was the subject of a state-wide news 
release from the Department which emphasized that 
each year it took the lives of more children of school 
age than any other disease, and urging immediate atten- 
tion of a physician to minimize danger of heart damage. 

* * # 

“Mental Health in Community Health Program” was 
the topic of a three-day conference in Ann Arbor on 
March 27, 28 and 29 sponsored by the University School 
of Public Health, the Michigan Department of Mental 
Health, the Michigan Department of Health and the 
Michigan Society for Mental Health. Planned pri- 
marily to help health officers to develop more effectively 
integrated programs of mental health using existing 
facilities, the conference was attended by health direc- 
tors and members of their public health nursing staffs. 

* * # 

Physicians are asked to suggest to persons inquiring 
about birth certificates that they may save time by 
trying first through local sources before writing or vis- 
iting the Michigan Department of Health. Certified 
copies can usually be obtained from the County Clerk 
of the County in which the person was born or 
through the clerk of the city, village or township. 
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LEGAL OPINIONS 


Legal Opinions 





Wm. J. Burns, Executive Director 
Michigan State Medical Society 
Lansing 15, Michigan 


Dear Mr. Burns: 


You have referred to me for opinion an inquiry which 
states that three general practitioners who do their own 
surgery and OB are forming a “partnership or associa- 
tion.” His questions: “If we take the name of ‘X Clin- 
ic, do we assume a greater responsibility or liability? 
Would ‘X Medical Group’ be better? Does ‘clinic’ as- 
sume we are a Charitable or non-profit group?” 

The meaning of the first question is not clear. If 
by it, it is meant whether or not a partnership results 
in any greater liability to the partners, then the an- 
swer is “Yes,” to the same extent that any partner as- 
sumes liability and responsibility for the acts and ob- 
ligations of the partnership. If by the question it is 
meant whether a greater legal liability is incurred through 
the use of the name “X Clinic” rather than the des- 
ignation of the partnership as ““X Medical Group,” or 
merely by the names of the partners, the answer is 
“No.” 

As to the second question, it is not possible to deter- 
mine from the facts given whether “medical group” or 
“clinic” is the “better” designation. From a legal stand- 
point, there is probably little choice. 

The answer to the third question is “No.” 

As to the implications arising from the use of the 
word “clinic” bearing perhaps on the ethical propriety 
of its use by doctors of medicine, reference is had to 
a discussion entitled “What is a Clinic” in the Sep- 
tember, 1951, number of THE JourNAL of the Mich- 
igan State Medical Society on page 980. 

Very truly yours 

J. JosepH HERBERT 

Legal Counsel 
December 11, 1951 





Wm. J. Burns, Executive Director 
Michigan State Medical Society 
Lansing 15, Michigan. 

Dear Mr. Burns: 

Concerning a recent inquiry on the following matters: 

May an attending physician order intravenous medi- 
cations or materials to be given by registered nurses, lab- 
oratory technicians, or others, to his patients at the hos- 
pital, and have them administered outside of his imme- 
diate presence either while the physician is in the hos- 
pital building or absent from the hospital building? 

The attending physician may properly order intraven- 
ous medications, blood transfusions, injection of dyes, etc., 
to be performed by persons who are qualified so to do, 
and authorized by law to engage in such procedures. Ex- 
cept in emergencies, and when the attendance of a physi- 
cian is not available, nurses are only authorized to 
undertake such procedures under the direction and super- 
vision of a licensed physician. 
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MEDCOTRON 
STIMULATOR move: 50 


For the stimulation of innervated muscle 
or muscle groups . . . In rehabilitation 


therapy, ancillary to treatment by mas- 
sage 





The Medcotron Stimulator, Model 50, operates 
on 110 volt, 50 to 60 cycle alternating current. 
The current generated by the apparatus is non- 
sinusoidal alternating current. Output circuits 
have no direct connection to the power supply. 
The maximum voltage output is from 15 to 18 
volts R.M.S. The protective mechanism consists 
of a 1 amp. line fuse that will open, should a 
short circuit ever occur. 


By means of the Medcotron Pad Electrodes the 
current from the Stimulator is applied to individ- 
ual muscles or groups of muscles, with com- 
parative freedom of discomfort to the patient. 
Control of stimulation is attained by the operator 
regulating the type of stimulus provided, and the 
voltage and frequency of the current. 
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LEGAL OPINIONS 


Implicit in the question, however, is the degree of 
direction and/or supervision which is required by the 
law. The statutes do not specify in exact terms the 
extent of supervision. Because the doctor has a direct 
responsibility and liability for the proper medical care and 
treatment of his patient, his duty requires him to exer- 
cise the necessary care and diligence in carrying out such 
responsibility. If a doctor delegates to persons proce- 
dures for the benefit of the patient, which such person is 
not authorized by law or is not competent to carry out, 
he is in violation of his legal duties and must be pre- 
pared to take the consequences of an untoward result. 

Whether the physician must be immediately present 
when the nurse or technician undertakes the intravenous 
procedure will depend on the condition of the patient, 
the competence of the person undertaking the procedure, 
the extent of medical hazard of the particular procedure, 
and upon a variety of circumstances which must be 
gauged by the judgment and medical sense of the physi- 
cian. There are certainly some intravenous procedures 
in ordinary cases which nurses are competent to perform, 
even without the immediate presence of a physician, and, 
indeed, are customarily so performed. In such cases, it 
would not seem to be material whether the physician were 
within or without the hospital. On the other hand, there 
are cases which should indicate to the medical judgment 
of the physician that he should be personally present, or, 
at least, be readily available to the nurse to whom the 
directions have been given. 


r 


No categorical rule in this 
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regard can be laid down to cover every case. The doe. 
tor’s duty is to employ his best skill and apply the ac. 
cepted and recognized methods of treatment and _ pro. 
cedure as practiced in his community. 

The nurse or other assistant working under the direc. 
tion and supervision of the doctor is also required to use 
skill, good judgment, and accepted practice, and js lia. 
ble for the failure to perform such duty. 

To carry out its responsibility, the hospital should es. 
tablish and maintain proper rules of procedure conducive 
to good medical care, insofar as hospital procedures are 
concerned, and has the duty of exercising care in the 
selection of competent and _ skilled nurses, technicians. 
and other hospital assistants. Whether or not a hospital 
is actionably liable for the breach of these duties by rea- 
son of the fact that it is a charitable or public institu- 
tion does not seem to be relevant to the present inquiry, 

Thus, it may be seen that the answer to the question 
involves something more than legal considerations. It 
would be wise for the hospital administrator, the govern- 
ing board, and medical staff to acquaint themselves with 
the recommended practices in this regard, as adopted by 
recognized hospitals and clinics of high standing. Usual 
practice in good hospitals and clinics is often accepted 
by courts as a criterion of duty. That is not to say, 
however, that small rural hospitals are necessarily to be 
governed by criteria of practices in large city or teach- 
ing hospitals. 

The duty of the physician in the given case may be 
summarized as follows: The attending physician is pri- 
marily responsible for the proper medical care and treat- 
ment of the patient. If he delegates intravenous pro- 
cedures to another, it is his duty (1) to see to it that 
such person is authorized by law to undertake the pro- 
cedures generally, and is competent, skilled and instructed 
in the performance of the delegated act; (2) to exercise 
the degree of supervision and direction of the procedure 
which a reasonably careful physician would exercise under 
like or similar circumstances, having regard for the ex- 
perience, skill, and training of the person delegated to 
perform the act, the condition of the patient, the relative 
difficulty and hazard of the particular procedure and all 
other pertinent factors; (3) to abide by all reasonable 
regulations of the hospital applicable thereto. 


Very truly yours, 


J. Joserpn HeErpert 


Legal Counsel 
January 24, 1952. 


Sickness absenteeism in industry now claims 400 
million to 500 million man-days a year, with a loss of 
4.2 billion dollars in wages and a corresponding loss in 
production and profits. Dr. Rusk, in an article in the 
New York Times (August 5, 1951), contends that ade- 
quate in-plant medical services can reduce such losses. 
“During World War II sickness absenteeism rates in 
industrial plants with inadequate or poor medical services 
varied from 4 to 6 per cent daily as compared to 2 to 3 
per cent in plants where good medical services were 
available.” The report asserts that “the great majority 
of workers today are employed in plants that have little 
or no medical services except routine pre-employment 
physical examinations.” 
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Wilfrid Haughey, M.D., Editor 
Journal of the Michigan State Medical Society 
Battle Creek, Michigan 


| ‘ 

| | " 

| Cone Fe ANER 
Dear Doctor Haughey: | 4 


As you know, we were very happy with the December 
(Heart) issue of THe JourNnat of the Michigan State 
Medical Society. We were particularly proud that this | 






y issue Of THe JourNAL was devoted exclusive 
bulk f THe Journat levoted ] ly | 
[ | 
to articles from workers whose investigations were sup- 
ported by means of grants from the Michigan Heart 


| 
Assoc jation. | 
We have been flooded with very laudatory comments | 

to an extent not previously encountered and are fairly 
glowing with satisfaction and pride. The Michigan | 
Heart Association, through your wonderful co-operation, | 
has been able to do its part in the continuing educa- | 
tional program of the physicians of Michigan. 

Sincerely yours, 

Doucitas Donatp, M.D. 


President ; 
residen Immediately 


after the patient's arrival an 
admitting physician takes a com- 
plete medical history. 







Michigan Heart Association 
February 12, 1952 


Wilfrid Haughey, M.D. 
Battle Creek, Michigan 
Treatment of the alcoholic is more than a 
sobering-up process; it is a rehabilitative pro- 
cedure tailored to the needs of the individual. 


Dear Dr. Haughey: 
I thought you might be interested, from THe JouRNAL 
standpoint, in the enclosed news release from the AMA | 


about the talk of Dr. Kaisch of South Dakota at the | The physicians at The Keeley Institute have 
Denver mecting of the National Rural Health Con- | had many years’ experience in treating this class 
ference. of patient and are specialists in their chosen field. 

Dr. Kaisch is one of our Michigan products, and | On arrival the patient is taken in hand by an 
we ought to be proud of him. I heard his talk, and admitting physician who obtains a complete 
it was an excellent one. South Dakota, incidentally, | medical history. This constitutes the first step 
has just completed a “Health Survey” for the years toward instituting individualized care and treat- 


1940-1950 (under the leadership of Dr. Foster’s nephew, ment 


I ‘ is $ 8 é “reas  state’s , , 
John), and this study showed that whereas the state’s Subsequently, following a thorough physical 
examination and indicated laboratory studies, a 
detailed course of management can be outlined. 
the Farm Journal, and copied as a reprint for wide | It should be emphasized that no patient Is — 
distribution on “How to Get a Doctor” by the AMA. | tinued under treatment unless he a his 
Enclosed is my copy. | problem and cooperates with the staff physicians. 

Sincerely, ; mn 
This is the first of a series outlining the suc- 
Joun R. Ropcer, M.D. : ’ er 
March 8. 1952 | cessive steps in the treatment of the ‘‘Prob- 
oe | lem Drinker’’ under Keeley management. 


population increased only 1 per cent in this ten-year 
period, the M.D. population went up 21 per cent. 
Dr. Kaisch’s story* was also written up last year in 





Dr. Wilfrid Haughey, Editor Complete information, including rates, 
Journal of Michigan State Medical Society | will be furnished to physicians on request. 
. ° | 

Battle Creek, Michigan | 
Dear Doctor Haughey: | 
Your part in helping to promote the American | 
Medical Association’s public relations office plaque, “To 


THE KEELEY INSTITUTE 


*See article in Medical News section, “Rural Doctor | DWIGHT, ILLINOIS 
Gives Advice on Keeping Physician,” page 511. 
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All My Patients,” has contributed much to the success 
of the campaign. 


We appreciate your allotting space for the plaque 
advertisements in your State Journal. And your 
editorial comments have helped immensely. Without 


your help, plaque sales would not have rolled in as 
they have. 

We sincerely appreciate your efforts. 
much for everything! 


Thank you very 


Cordially, 

Leo E. Brown 

Assistant to the 

General Manager 

American Medical Association 


February 4, 1952 


Wilfrid Haughey, M.D. 
Editor, The Journal MSMS 
Battle Creek, Michigan 


Dear Wilfrid: 


The committee, which was formed to 
present Community Hospital’s expansion program to 
the medical staff, wishes to express to each individual 
doctor its appreciation for the receptive attitude and 
generous participation which made possible an over- 
subscription of the committee’s $75,000 objective. 

The staff’s complete 100 per cent acceptance of its 
proportionate share in this project is clearly indicated 
by the fact that the $76,120 we now have in seventy- 
two subscriptions compares most favorably with the 


doctors’ 
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These Sanborn Instruments 
make an outstanding diagnostic team... 
combining beauty of appearance and simplicity 
of operation with the reliability and accuracy 
that modern diagnosis demands. Both are backed 
by 34 years of precision instrument design and 
manufacture, and both are Accepted by the 

A. M.A. Council on Physical Medicine 

and Rehabilitation. 


SALES SANBORN COMPANY Branch Office 
AND 1408 David Broderick Tower, Detroit 26, Mich. 
SERVICE Phone Woodward 3-1283 


504 


CORRESPONDENCE 


Say you saw it in the Journal of the Michigan State Medical Society 


$23,860 we received five years ago from forty-eight 
doctors, forty-six of whom are represented in the present 
total by an additional subscription. 

The members of the staff of Community Hospital cap 
be justly proud of their achievement, not only for the 
substantial sum added to the fund, but also in the 
knowledge that their generous support, early in the 
campaign, has had a stimulating effect on the whole 
community and is now helping materially to assure 
the ultimate success of this important project. 

Sincerely yours, 
Greorce W. Su taciz 
For the Committee 

















February 18, 1952 






Wilfrid Haughey, M.D., Editor 


Journal of the Michigan State Medical Society 
Battle Creek, Michigan 


Dear Doctor Haughey: 








We are writing to extend a cordial invitation to your 
readers to attend a three-day Sectional Meeting of the 
American College of Surgeons on May 15, 16 and 17, 
1952, in Toronto, Ontario. 

On May 15 there will be a day of teaching clinics 
and demonstrations in Toronto hospitals and scientific 
sessions at the Royal York Hotel on May 16 and 1/7. 
Distinguished speakers will present papers, panels and 
symposia on current surgical problems, and new 
surgical motion pictures will be shown including several 
which were prepared especially for the Cine Clinics at 
the 1951 Clinical Congress; also, a stereoscopic 
colored film on Radical Resection for Carcinoma of the 
Stomach, which is attracting a great deal of attention 
wherever it is shown. 

Dr. Stuart Douglas Gordon and his Committee on 
Arrangements have made extensive preparations to 
assure a good meeting and a warm welcome to Toronto 
for all visiting surgeons. Hotel accommodations may be 
obtained by writing to Mr. G. R. Street, Convention 
Manager, Royal York Hotel, Toronto, Ontario. 














































































Sincerely yours, 

H. P. Saunpers, M.D., F.A.CS. 
Associate Director 

American College of Surgeons 











March 11, 1952 
S/BMc 


Dr. Wilfrid Haughey 
Editor, The Journal MSMS 
Battle Creek, Michigan 


Dear Dr. Haughey: 


I read with great interest your article in regard to 
the use of adrenalin hypodermically on your mother, 
for severe asthma. This is undoubtedly the first 
instance of the use of adrenalin injections for the relief 
of asthma, and I am sorry that your experience was not 
published many years ago. I am sure that all allergists 
will be very much interested in your pioneer and trail- 
blazing experience with adrenalin. 
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what appeared to be “anaphylactic shock.” 
| noticed on many occasions that when an overdose of 
) adrenalin is given that a patient becomes extremely 


You mention in the article ‘that the dose produced 
We have 


pale and develops a rapid pulse and other symptoms of 


) shock. However, I do not think that this is anaphylac- 


tic but merely symptoms of overdosage of adrenalin and 
I am wondering if you mistakenly used the word “ana- 
phylactic” in this instance. 


With kindest personal regards, I remain, 


Yours sincerely, 

SAMUEL J. Levin, M.D. 
March 10, 1952 
sjl:nb 


Eprror’s Note: The writer admits an inaccurate 


choice of word. 





8,000 WITH EYE DISABILITIES REHABILITATED 

U. S. Office of Vocational Rehabilitation reports re- 
habilitation and employment of more than 8,000 persons 
suffering eye disabilities during the last fiscal year. 
Three thousand were blind and one in ten of the group 
had never worked prior to rehabilitation. Since the start 
of the federal-state vocational rehabilitation program in 
1943, about 48,000 persons with visual impairments have 
been rehabilitated to the point where they can be 
employed. 
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$5,000.00 accidental death............... $8.00 
$25.00 weekly indemnity, accident 
and sickness 


$10,000.60 accidental death............. $16.00 
$50.00 weekly indemnity, accident 
and sickness 


$15,000.00 accidental death.............. $24.00 
$75.00 weekly indemnity, accident Quarterly 
and sickness 


$20,000.00 accidental death............. $32.00 
$100.00 weekly indemnity, accident Quarterly 
and sickness 
(Cost has never exceeded amounts shown. 
Also Hospital Policies for Members, Wives and 
Children at Small Additional Cost 


—- 
~—— 


85c out of each $1.00 gross income used for 
members’ benefits 


$4,000,000.00 $18,300,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 
Disability need not be incurred in line of duty—benefits from 
the beginning- day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
50 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 
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In Memoriam 





ANDREW S. BRUNK, M.D. 
1884-1952 


Wuereas, the medical profession has lost a great and 
good leader in the death of Andrew S. Brunk, M.D.; and 


Wuereas, Doctor Brunk served the Michigan State 
Medical Society during a twenty-two-year period as 
Councilor, Chairman of The Council, President, and 
Treasurer; and 

Wuereas, Doctor Brunk gave generously of his valu- 
able talents and boundless energy in founding and main- 
taining several organizations of lasting value to the 
medical profession, including the Michigan Health 
Council (founding President, 1943 to 1950, and charter 
member Board of Trustees, 1943 to 1952); Michigan 
Medical Service (charter member Board of Directors, 
1940 to 1952); the Conference of Presidents and Other 
Officers of State Medical Associations (founding Presi- 
dent, 1945, and charter member of Executive Com- 
mittee, 1945 to 1952); the Michigan Foundation for 
Medical and Health Education, Inc. (charter member, 
1945 to 1952); and 


WuereEAs, Doctor Brunk increased medical science 
through tangible contributions to postgraduate medical 
education and by constant efforts to bring to Michigan 
the best clinicians and teachers; and 


Wuereas, Doctor Brunk was a fine doctor beloved by 
his patients, a good friend who was constant in his help, 
and a man of great moral stature and character; there- 
fore be it 


ResotveD: That the Michigan State Medical Society, 
through its Executive Committee of The Council in 
session on February 20, 1952, records the deep sense of 
regret of the Society’s 5,214 members at the sudden 
passing of Andrew S. Brunk, M.D., and be it further 


Reso_vep: That a copy of this Resolution be pub- 
lished in THe JourNat of the Michigan State Medical 
Society in memory of Andrew S. Brunk, M.D.; and be 
it further 


Reso.vep: That the bereaved family of Doctor Brunk 
be supplied with a copy of this Resolution, symbolic of 
the true sympathy of all his fellow doctors of medicine. 


EGBERT F. DAVIS, M.D., of Wyandotte, died Jan- 
uary 12, 1952, at the age of seventy-five. 

Dr. Davis received his medical degree from the Detroit 
College of Medicine in 1908. He practiced in Detroit 
for twenty-five years, then moved to Wyandotte and 
practiced there for seven years. 

Dr. Davis was a member of the staff of Wyandotte 
General Hospital. He was also a member of the Wayne 
County Medical Society and was elected a Life Member 
of the Michigan State Medical Society in 1947. 

Dr. Davis is survived by his wife, Almina; a daughter, 
Mrs. George Smock, and three grandchildren. 


GEORGE L. KOESSLER, M.D., of Detroit, died 
February 20, 1952, at Detroit, at the age of seventy-two. 
Dr. Koessler was graduated from the Detroit Homeo- 
pathic College in 1905 and served his internship at 
Grace Hospital. He practiced in Detroit for forty-seven 
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years and was on the staff of the William Booth Memoriaj 
Hospital. 
Dr. Koessler became a Life Member of the Michigan 
State Medical Society in 1949. 
He is survived by his wife, Edith; a daughter, Mr & 
E. R. Anwiler, of Monroe; and four sons, Edward — 
George, Harry and John. 











MYRON V. SUSSKIND, M.D., of Jackson, died Jan. 





uary 29, 1952, at the age of forty-nine. 





Dr. Susskind began his college career in Russia where 





he was born. He continued his education in the United 
States and received his A.B. and M.A. at Western 
Reserve in 1926-27. He was graduated from the Univer. 
sity of Michigan Medical School in 1933. 

Dr. Susskind served his internship at the [Illinois 
Masonic Hospital in 1933 and interned also at Merc 
Hospital in Jackson in 1934-35. At the University o/ 
Michigan, Dr. Susskind was an assistant in anatom 
and histology for four years. 

Dr. Susskind enlisted in 1942 in the Air Force, ani 
went to England as an Air Force surgeon. He was dis 
charged with the rank of major in 1945 and resumei 
practice. . 

Dr. Susskind is survived by his wife, Marie; one son, 
Jerry; and a brother, Julius, of Cleveland. 



















HARRY B. WEAVER, M.D., of Greenville, died Jan- 
uary 25, 1952, at the age of seventy. 

Dr. Weaver served the community of Greenville fo 
thirty years from 1918 until his retirement in 1948. 
Before that he practiced in Mecosta. Dr. Weaver wa 
graduated from Wayne University College of Medicine 
in 1908 and interned at Harper Hospital. 

He was president of the Ionia-Montcalm County 
Medical Society in 1950. During World War I, Dr. 
Weaver served in the armed forces. 

He is survived by his wife, Irene. 


















THE FEDERAL BUDGET 


The budget for next year as presented by the President, 
is a book of 1,800 pages, weighing seven pounds. It 
proposes to spend 85 billions of dollars. Ninety per cent 
of this expenditure is for war, past, present and future. 

Out of every dollar, 60 cents will go for arms, ammuni- 
tion, planes, tanks—for the military foreign help, arming 
and supplying our “sister nations” will be 12 cents; 
Veterans (pensions, medical care, education) will cost 
5 cents; interest on the public debt, most of which is dut 
to war will be 7 cents; atomic energy, stockpiling, ané 
other miscellaneous costs will be 3 cents, and our civil 
defense such as airfields, defense highways, ships, will take 
another 3 cents. That leaves only 10 cents for all othet 
expenses of government, but 3 cents of this goes to social 
welfare and 2 cents to agriculture. Only 5 cents of the 
dollar actually goes for government. 
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A private hospital 25 miles north of Detroit for the 
diagnosis and treatment of mental and emotional 
illness—psychoanalytically trained resident physi- 


cians. 
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MICHIGAN AUTHORS 


Edgar E. Poos, M.D., of Detroit, is the author of 
an article, “Allergy of the Eye,” published in the Digest 
of Ophthaimology and Otolaryngology, February, 1952. 

Herman Pinkus, M.D., of Monroe, is the author of an 
article, ““Koebner Phenomenon in Lichen Nitidus,” pub- 
lished in the Archives of Dermatology and Syphilology, 
January, 1952. He is also the author of “Multiple 
Hairs (Fleming-Giovannini). Report of Two Cases of 
Pili Multigemini and Discussion of Some Other 
Anomalies of the Pilary Complex,” published in The 
Journal of Investigative Dermatology, November, 1951, 
and “Examination of the Epidermis by the Strip 
Method of Removing Horny Layers,” published in The 
Journal of Investigative Dermatology, June, 1951. 

Cyrus C. Sturgis, M.D., University of Michigan Medical 
School, Ann Arbor, is the author of an article, “Etiology 
and Treatment of Pernicious Anemia,” published in 
Postgraduate Medicine, February, 1952. 

Maurice Croll, M.D., and Leo J. Croll, M.D., of 
Detroit, are the authors of an article, “Corneal Trans- 
plantation,” reprinted from Tur Journat of the 
Michigan State Medical Society of April, 1950, in 
Guildcraft, January, 1952. 

Raymond A. Sokolov, M.D., of Detroit, is the author 
of an article, “Coarctation of Aorta with Surgical 
Correction at Age Forty,” published in The Journal of 
the American Medical Association, February 23, 1952. 

Daniel A. Russell, M.D., John M. Moore, M.D., San 
Antonio, Texas, and Lida H. Mattman, Ph.D., of 
Detroit, are the authors of an article, “Rhinoscleroma 
Successfully Treated with Streptomycin,” published in 
The Journal of the American Medical Association, 
February 23, 1952. 

Theodore E. Keats, M.D., Dumont S. Staatz, M.D., 
and Robert W. Bailey, M.D., are the authors of an 
article, “Pneumoarthrography of the Knee,” published 
in Surgery, Gynecology and Obstetrics, March, 1952. 

* * # 


Geographic Magazine in its March, 1952, issue carries 
an article “Work-hard, Play-hard Michigan” in which 
the author Andrew H. Brown devotes a portion of his 
interesting article to Dr. William Beaumont’s medical 
discoveries on Mackinac Island. 

. 2s ss 


More than 175 students and faculty members from the 
University of Michigan School of Medicine visited Parke, 


Davis & Company, Detroit, March 6 and 7. They learned .~ 


that the eighty-five-year-old firm makes more than 1,000 
different products. 


The University visitors went through the company’s 
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fifty-year-old research building—the first in America to 
be erected by any commercial institution solely for the 
purpose of scientific research. Parke-Davis’ research 
activities now extend into all important fields of medicine 
and pharmacy. 
* * * 

The American Society of Medical Technologists’ 
twentieth annual convention will be held June 22-26, 
1952, in Portland, Oregon. All members of the medical 


profession are cordially invited to attend the lectures. 
* * # 


Michigan Medical Service contributed to the Michigan 
Foundation for Medical and Health Education, Inc., in 
honor of the late Andrew S. Brunk, M.D., the sum of 
$25, in lieu of flowers. 

Doctor Brunk was a long-time member of the Board 
of Directors of Michigan Medical Service and was one 
of the prime movers in the creation of the Michigan 
Foundation for Medical and Health Education, Inc. 
Dr. Brunk also was Past President of the Michigan 
State Medical Society which sponsored both Michigan 
Medical Service and the Foundation, during the years 


that Dr. Brunk was a member of the MSMS Council. 
* * # 


Wonders of Bureaucracy.—A U. S. Chamber bulletin 
states there are: 297 words in the Ten Commandments, 
266 words in Lincoln’s Gettysburg Address, 12,962 words 
in OPS order establishing the ceiling price of manually- 
operated fog horns and other manufactured items. 

+ * * 

Have you a Bulletin Board? If so, here’s a bit about 

“It” well worth posting. 


WHAT IS IT? 

It pays most of the rates and taxes. 

It provides most of the jobs. 

It has always done most to raise wages. 

It has given us all our factories and shops. 

It has built our ships and railways. 

It develops inventors and business builders. 

It originated the principles of efficiency. 

It has done most to lower costs and prices. 

It created the whole structure of business. 

It alone can raise our standard of living. 

It is the hope of the human race. 

Y-E-T 
Karl Marx said it must be destroyed .. . 
It is Private Enterprise. 
—Mutual Moments 
* * # 

The Psychiatric Bulletin will be supplied without cost 
to members of the Michigan State Medical Society by 
the Michigan Department of Mental Health. This will 
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e Licensed by State of Michigan, Dept. of Mental Health 


e Registered by American Medical Association 


ST. JOSEPHS RETREAT 





Under direction of 
Daughters of Charity 
of St. Vincent de Paul 


Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholics. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 





Founded in 1860 


DEARBORN « near Detroit 
LOgan 1-1400 





be a first annual subscription to this highly recommended 
quarterly Bulletin which presents in a direct practical 
and useful manner sound psychiatric information designed 


The 


are 


for the use of the physician in general practice. 

Bulletin subscriptions 
limited and will be supplied on a first-come, first-served 
basis. Write the Michigan Department of Mental Health, 
Att: C. F. Wagg, 403 Bank of Lansing 


Building, Lansing 16, Michigan. 
* * * 


Psychiatric complimentary 


Director, 


Hill-Burton Hospital Construction Program.—Accord- 
ing to a year-end analysis of the Hospital Facilities 
Division of the U. S. Public Health Service, 58 per cent 
of the 1,023 new projects are located in communities of 
less than 5,000 population and 10 per cent are in cities 
of 50,000 or more. Of the new hospitals, 57 per cent 
have less than fifty beds and only 19 per cent have 
more than 100 beds. In the aggregate, estimated total 
cost will be $1,288,936,793, of which the federal share 
will be $466,014,715. 

* * 

J. S. DeTar, M.D., Milan, President of the Michigan 
Health Council, was the guest speaker at the National 
Health Council’s thirty-second annual meeting in New 
York on March 13. Dr. DeTar’s subject was “What’s 
in the Health Council Idea?” Dr. DeTar also par- 
ticipated in a symposium on “Health Planning and 
Action Through State Health Councils.” 

Robin C. Buerki, M.D., Detroit, Vice President of the 
National Health Council, moderated this panel dis- 
cussion. 
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“The Picture of Health” is the title of the new Mich- 
igan Health Council film. For a showing, write the 
Health Council, c/o Eugene H. Wiard, 706 N. Washing- 
ton, Lansing. 

* * * 


“You Are the AMA” is the title of an article by 
Edward J. McCormick, M.D., of Toledo (Guest Essayist 
on the 1952 Michigan Clinical Institute program) which 
was presented before the Colorado State Medical Society 
at its Annual Session, Denver, September, 1951. 

* * * 


The American College of Chest Physicians will hold 
its eighteenth annual meeting at the Congress Hotel, 
Chicago, June 5-8, 1952. For program, write the College 
at 112 E. Chestnut Street, Chicago 11, Illinois. 

William A. Hudson, M.D., of Detroit, is Second Vice 
President of the College, Willard B. Howes, M.D., of 
Detroit, is Regent for the district, and C. P. Mehas, 
M.D., of Pontiac, serves as Governor of the College of 
Michigan. Officers of the Michigan Chapter are Ben- 
jamin E. Goodrich, M.D., Detroit, President, and Law- 
rence A. Pratt, M.D., Detroit, Secretary. 

* * * 


Mason County was the first component county medical 
society of the Michigan State Medical Society to report 
all its members paid for the year 1952, including Ameri- 
can Medical Association dues. 

* * 2 

The AMA second revised edition of the booklet “Re- 

views of Medical Motion Pictures” may be obtained by 


509 
















writing the Committee on Medical Motion Pictures, 
AMA, 535 N. Dearborn, Chicago 10, Illinois. This 
booklet includes the 90 films reviewed in JAMA in the 
year 1951. 


* + * 


The Foundation of the American Society of Plastic and 
Reconstructive Surgery, Inc., announces its 1952 Essay- 
Contest in plastic and reconstructive surgery for original 
contributions in this field. All entries must be received 
by the Award Committee not later than September 1, 
1952. For further information write The Committee, 
c/o Jacques W. Maliniac, M.D., 11 East 68th Street, 
New York 21. 


* * * 


The American College of Physicians announces a post- 
graduate course in “Internal Medicine: Selected Sub- 
jects” to be held at the University of Michigan Medical 
School, Ann Arbor, April 14-18, 1952, under the direc- 
tion of C. C. Sturgis, M.D. 

For application blank and additional information write 
E. R. Loveland, Executive Secretary of the College, 4200 
Pine St., Philadelphia 4, Pa. 

Other announced by the College include 
“Trends and Newer Developments in Internal Medicine” 
at Philadelphia, May 12-16, 1952; and “Physiological 
Basis for Internal Medicine” at Toronto, Ontario, June 
2-6, 1952. 


courses 


* * * 


A Testimonial Banquet for Michigan’s Foremost Fam- 
ily Physician, Clayton Willison, M.D., of Sault Ste. 
Marie, was held by the citizens of the Soo on February 
21. 

The citizens of Dr. Willison’s “home town” for over 
half a century recognized his service to the city with 
an outpouring of friends, patients, and some of the 
approximately 5,000 babies he had delivered during his 
long practice. Representatives of the Michigan State 
Medical Society also were on hand to pay tribute to 
the top general practitioner of 1951. 

A. H. Miller, M.D., Gladstone, Councilor of the 
Michigan State Medical Society, summed up the life- 
time of service which brought recognition to Dr. Willison 
“that comes to few in our profession.” 

L. Fernald Foster, M.D., Bay City, MSMS Secretary, 
stated that the 5,214 doctors of medicine in MSMS are 
“thankful to Dr. Willison for his leadership and the 
pattern he has set for them to follow.” 

E. S. Rhind, M.D., of Sault Ste. Marie, was chairman 
of arrangements and introduced the honored guests at 
the banquet, including MSMS Councilor.and Mrs. G. B. 
Saltonstall, Charlevoix; AMA Legislative Committeeman 
and Mrs. W. H. Huron, Iron Mountain; Wm. J. Burns, 
Lansing, MSMS Executive Director; Hugh W. Brenne- 
man, Lansing, MSMS Public Relations Counsel; Stuart 
A. Campbell, Grand Rapids, MSMS Public Relations 
Field Secretary; Louis A. Freye, Muskegon, Field 
Assistant to the Director of Michigan Medical Service. 


- 





* 





* 


F. E. Luger, M.D., President of the Saginaw County 
Medical Society, writes in The Bulletin, official publica- 
tion of the Saginaw County Medical Society, February, 
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1952, number: “The main theme of the MSMS Annu 
County Secretaries-Public Relations Conference was of 
course the Formula For Freedom which was also djs. 
cussed in our January county society meeting. Many of 
you may feel, as I did at first, that this was merely , 
publicity man’s dream. However, after hearing the 
various discussions, it dawned on me that here at las 
was a positive approach to our public relations problems, 
Instead of being constantly on the defense agains 
various ideas such as the State Medicine proposals, we 
can actually bring to the public a clearer concept of 
what the medical profession is doing and will continue 
to do for them when unhampered by bureaucratic 
agencies.” 


* * * 


The American Academy of General Practice has an- 
nounced an annual scholarship award for outstanding 
students, to extend formal training beyond a one-year 
internship, in order to equip the general practitioner for 
his responsibilities. 

A $1,000 cash award will be given each year to five 
selected medical graduates who wish to pursue, following 
internship, a year of residency training, in general 
practice. 

The awards will be made by the Academy from a 
fund created by Mead Johnson & Company, Evansville, 
Indiana. The winners are announced at the AAGP 
Annual Assembly. 

* * * 


Ingham County Medical Society Pioneers in Adult 
Education.—Healthful Living Today, a course of eight 
weekly forum-type lectures designed to aid people to 
live healthy lives under present-day conditions, will be 
offered to interested persons beginning Thursday, Feb- 
ruary 21, by the Ingham County Medical Society in 
conjunction with the Lansing adult education program. 

Topics of general health interest have been selected 
for the first six meetings, with subjects for the last two 
sessions to be selected from suggestions offered by persons 
enrolled in the course. 

The list of subjects and speakers includes: 

1. Losing or Gaining Weight—R. C. Bates, M.D. 

2. High Blood Pressure 

William Hayford, M.D. 
3. The Importance of a Family—L. R. McElmur- 
ry, M.D. 

4. Home Emergency Medical Care—K. W. Toothak- 
er, M.D. 

5. Cancer Detection and Cure—H. T. Johnson, M.D. 

6. Pre-Natal and Post-Natal Care—R. J. Bower- 
sox, M.D. 

Sessions will be held at 7:30 p.m., Thursday evenings, 
in room 109 at the Technical High School. A nominal 
fee of $1.00 will be charged for the course, which is 
being organized as a part of the education program of 
the state medical society—From Ingham County Medical 
Society Bulletin, February, 1952. 
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A contribution to the Beaumont Memorial Restoration 
should be something very satisfying to every doctor of 
medicine in Michigan. We thereby perpetuate one of 
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the really great contributions to physiology which took 
place within the bounds of our own State. Don’t forget 
it. Make a contribution now.—Ingham County Medical 
Society Bulletin, February, 1952. 








Routine admission chest x-rays in 
general hospitals, in the experience of 
New York State, not only detect more 
unsuspected disease—tuberculous and 
non-tuberculous—in older age groups 
than in younger, but they also detect 
more among men than among women. 

A summary} of findings by sex on 
tentative diagnosis per thousand x- 
rayed in the New York program 


follows: 
Tentative. Diagnosis per 
1,000 X-rayed 

Non- 
MALE Tuberculous tuberculous 
CE TD wa csicssccsescescaneses 8 90.2 
Ages 45 and over 300.5 
Male all ages ................0+ 201.5 
FEMALE 
SS *  aeeer q 59.3 
Ages 45 and over ............ : 273.0 
Female all ages 113.3 





In Michigan, in 1950, more than 70 
per cent of all tuberculosis deaths were 
among males; almost 50 per cent of all 
tuberculosis deaths were men forty-five 
and older. 


— MICHIGAN TUBERCULOSIS 
ASSOCIATION 


+Based on ‘‘Chest X-rays on Admission Pay 
Off’?’—Siegal Plunkett and Hilleboe, The 
Modern Hospital, July, 1951. 
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Rural Doctor Gives Advice on Keeping Physician.— 
A doctor who gave up practice in Detroit to serve the 
people of a South Dakota town of 900 population gives 
a few simple rules which will help a small town to 
get and hold a doctor. 

These rules, presented by Dr. Kenneth Kaisch of 
Philip, S. D., at the seventh National Conference on 
Rural Health in the Shirley-Savoy Hotel, Denver, 
February 29, 1952, are: 


1. To obtain a doctor: 
facilities and personnel, 


Provide adequate hospital 
office space for a doctor to 
rent and the type of town in which a person would 
want to live. 


2. To keep a doctor: Treat him as a human being 
with the same mental outlook and physical stamina as 
yourselves; try working with him instead of against 
him. Some small towns have more difficulty in keeping 
a doctor than in getting one. 


Dr. Kaisch spoke before approximately 700 medical, 
farm and agricultural education leaders from all over 
the country at a meeting sponsored by the Council on 
Rural Health of the American Medical Association, 
with the co-operation of national farm organizations. 

He took up practice in Detroit after graduation from 
the University of Michigan Medical School in 1946. He 
found the lot of a young doctor in a big city a grueling 
one under a highly competitive situation. The personal 
relationship with patients also was lacking. To a great 
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extent, patients were of a transient type and not easy 
or very satisfying to treat. 

Consequently, he began to look for a place in a 
small town west of the Mississippi River. He selected 
Philip, which had a 50-mile circumference trading area 
and no doctor within 26 miles. Philip has had four 
doctors, including Dr. Kaisch, in ten years. 

The town was not ideal from a doctor’s standpoint, 
he found. The hospital was a converted old wooden 
house. One room in the hospital was the only available 
office space. But the community promised to make 
improvements. Rental housing was obtainable, and the 
school system was reported to be good. So, Dr. Kaisch 
moved. Some of the promised improvements remain 
to be made. 

Since practicing in a small town, Dr. Kaisch has had 
occasion to talk with other physicians serving small 
communities. Among the difficulties encountered is 
gossip. Let a doctor make a slight mistake, and the 
fact not only is spread but is magnified many times. 

Another deterrent to service in a small community 
is the feeling that a city physician is a better trained 
man, with the result that the doctor in a small town 
frequently is by-passed for 
ordinary ills. 

Also the inhabitants of a town should not think their 
doctor is available for any and all illnesses twenty-four 
hours a day. “The least they can do is to regard him 
as a human being and with the same capacity for work 
as they.” Calls to treat a child have been made late 
at night because parents were too busy during the day 
to bring the child to the doctor. 

“If the townspeople would only regard their doctor 
in the same light as themselves, many small town 
practitioners would not go to an early grave,” he 
advised. 


except emergencies or 


* * * 


The America Clinica for February, 1952, carries a 
paper by Dr. John R. McDonald and Dr. Lewis B. 
Woolner, of Minnesota, which appeared in THE JouRNAL 
of the Michigan State Medical Society in April, 1951, 
on “Clinical Importance of Early Cancer.” This has 
been translated into Spanish “Importancia Clinica del 
carcinoma preinvasor.” 

This journal, America Clinica, is distributed through- 
out Spanish-America and carries translations of articles 
published in the American journals. 


* + 


Justis J. Austin, M.D., of East Tawas, and B. C. 
Baron, M.D., of Munsing, are attending postgraduate 
courses at the Cook County Graduate School of 
Medicine. 


* + * 


Chairman Fogarty (D.-R.I.), of House Appropria- 
tions subcommittee on Federal Security Agency-Labor 
Department, has warned government officials not to 
count on any increases in funds above budget requests. 
“There is a real drive for economy on throughout the 
country. We felt it on the (House) floor last year 
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and likely will again this year,” he declared during 
hearings on FSA’s 1953 budget. Mr. Fogarty also saiq 
he did not think the States were assuming enough 
responsibility in many programs set up by Congress, 
“I think a better job can be done in the states in that 
respect.” 


* * 


The Veterans Administration has informed Congress 
that 475 medical posts, for which funds have been ap. 
propriated, remain unfilled because of inability to 
procure physicians. Dr. C. F. Bayer, chairman of a 
special board, listed these VA vacancies in testimony 
before Senate Committee on Expenditures in the 
Executive Departments as: neuro-psychiatrists, 140; 
general medicine, 113; surgery and sub-specialties, 106; 
tuberculosis, 54; radiologists, 18; pathologists, 24; ad- 
ministration, 11; and physical medicine, 9. Dr. Bayer 
said there was a shortage of 300 nurses for general 
medicine; 192 for tuberculosis and 186 for NP hospitals. 
He described the situation as “abnormal.” 


* * * 


PHS Surgeon General Leonard A. Scheele cautions 
physicians and the public to be on the alert for any 
outbreak of parrot fever-(psittacosis) as a result of two 
cases reported in Minnesota from an infected parakeet 
brought there from southern Florida. The disease was 
contracted by a physican and his wife. The Surgeon 
General noted it was a viral disease, with symptoms 
similar to pneumonia and influenza. 

Dr. Scheele stated that additional cases, as yet un- 
recognized and unreported, may be occurring in other 
parts of the country. Visitors, he said, are known to have 
purchased and transported a number of tropical birds 
from the infected area. Dr. Scheele added there was 
no real danger of a widespread epidemic, however. 

PHS also is keeping close watch on foot and mouth 
disease in Saskatchewan, Canada, with possible implica- 
tions in this country. As result of an outbreak among 
livestock in Canada, the U. S. government has ordered 
a ban on livestock importations. The disease may be 
contracted by humans, PHS states, although it usually 
is not of a serious nature. Livestock are more seriously 
affected. 


* + 


America’s Huge Welfare Program is lacking in co- 
ordination and efficiency. This is one of the major con- 
clusions reached in the study, “Community Planning 
for Human Services,” which was conducted by Bradley 
Buell and Associates. The study indicates that social 
and welfare agencies and their services failed to provide 
“a purposeful, comprehensive, well integrated pro- 
gram.” The conclusions were based on several years’ 
study of St. Paul, Minnesota. Forty thousand families 
or 40 per cent of the community of St. Paul, were 
studied with the co-operation of 108 public and 
private health, welfare, and recreational agencies. It 
was found that 6 per cent of the community’s families 
were absorbing more than half of the combined services 
of all dependency, health, and adjustment agencies. 
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ly The Veterans Administration Service shortage of ; , 
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Acknowledgment of all books received will be made in this cohwmn, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 





REGIONAL ORTHOPEDIC SURGERY. By Paul C. 
Colonna, M.D., Professor of Orthopedic Surgery, Uni- 
versity of Pennsylvania Medical School. Philadelphia: 
W. B. Saunders Co., 1950. Price $11.50. 


Regional Orthopedic Surgery is one of the finest 
orthopedic reference books to come off the press in 
recent years. As the author states, “the scope of this 
specialty has been greatly broadened—and is concerned 
with physiologic function of the musculo-skeletal system 
as well as the prevention, correction and investigation 
of injury, diseases and anomalies of this system.” Physi- 
ology and Pathology of bones and joints is briefly but 
adequately covered. Not only are the findings of the 
common everyday conditions described, but the unusual 
entities are also discussed. 

The unique plan of this book is that the author has 
taken each region of the body individually and described 
the anatomy, deformities, diseases, injuries, and tumors 
as they apply to each region. For each condition, 
whether it be disease, injury, or congenital deformity, 
the clinical picture is given and then followed by the 
treatment as indicated for each separate region of the 
body. By doing this he has written an exceedingly useful 





C, All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone, Dial 2-4100—2-4109 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M.A. 
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reference book whereby one need not review a disease 
process in toto—but merely that part which applies to 
the region in question. 

This volume, I am sure, will become one of the mos 
popular and used books in any doctor’s library. 
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TWENTY-THIRD ANNIVERSARY NUMBER of 

THE HEBREW MEDICAL JOURNAL. 

The appearance of Volume 2, 1950, of The Hebrew 
Medical Journal (Harofé Haivri), concludes the twenty. 
third successful year of its publication under the editor. 
ship of Moses Einhorn, M.D. Written in Hebrew, with 
English summaries, the Journal is a contribution to the 
development of the Hebrew medical literature, and thus 
aids the newly established Hebrew University Medical 
School in Jerusalem. 

In the medical section, among the articles of interest 
are “Surgical Treatment of the Painful, Stiff Hip— 
(The resection-angulation operation)” by Henry Milch, 
M.D., “Electroencephalography and the Epilepsies” by 
Samuel J. Lipnitzky, M.D., and an article by Dr. M. 
Temkin on the various infectious diseases which prevailed 
in Palestine, such as Malaria, Typhoid Fever, Pappataci 
and Amoebiasis, and have lately been checked by the 
Health Department of the Government of Israel. 

In the section “Old Hebrew Medical Manuscripts,” 
Dr. Zussmann Muntner of Jerusalem presents a 12th 
Centry manuscript on Diarrhea, by Abu’l Walid Ibn 
Rosh (Averroes, the Philosopher). In the section 
“Personalia,” are included biographical sketches on the 
well-known Dr. David Israel Macht, on the occasion 
of the fortieth anniversary of his scientific research, and 
also on the life and work of the late physicians, Dr. 
Harry Friedenwald, Dr. Abraham J. Rongy and Dr. 
Nathan Ratnoff. 





















































A PORTFOLIO ON MEDICAL GROUPS AND PART- 
NERSHIPS. Rutherford, N. J.: Medical Economics, 
Inc., 1951. Price $2.00. 

This is an imitation leather folder with two pockets 
containing reprints of articles which have appeared in 
Medical Economics on group practice and the formation 
of partnerships during the past five years. There are thir- 
teen such reprints of from four to twelve pages. These 
articles are all interesting and very instructive. 
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ANNUAL BULLETIN OF THE MOUNT CARMEL 

MERCY HOSPITAL for 1951. 

This bulletin contains, besides reports, statistical facts 
and administrative material, a number of scientific articles 
by various members of the staff. It is sixty-eight pages, 
and a very creditable pamphlet. 


MICHIGAN HEART ASSOCIATION, 2nd Annual Re- 
port. 

More than $185,000.00 has been allocated by the 
Michigan Heart Association during the past two and one- 
half years for research studies into diseases of the heart 
and circulatory system. The figure was contained in the 
Michigan Heart Association’s Second Annual Report just 
released by Douglas Donald, M.D., President of the 
Association. The report lists all the research projects 
under direction of the Association. 
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RECENT ADVANCES IN NUTRITION WITH PAR- 
TICULAR REFERENCE TO PROTEIN METAB- 
OLISM. By Paul R. Cannon, Ph.D., M.D., Chair- 
man of the Department of Pathology, University of 
Chicago. In collaboration with Earl P. Benditt, M.D., 
Laurence E. Frazier, M.A., Eleanor M. Humphreys, 
M.D., Harold C. Steffee, M.D., Ph.D., Robert W. 
Wissler, M.D., Ph.D., Robert Wooldridge, M.A. Por- 
ter Lectures, Series 14. Lawrence, Kansas: Univer- 
sity of Kansas Press, 1950. Price $2.00. 


AN INTRODUCTION TO UNIVERSAL SERO- 
LOGIC REACTION IN HEALTH AND DISEASE. 
By Reuben L. Kahn, D.Sc., University of Michigan 
Medical School and Hospital, Ann Arbor, Michigan. 
New York: The Commonwealth Fund, 1951. Price 
$3.50. 


This volume is an account of Dr. Kahn’s extensive 
research on his discovery of the universal serological 
reaction, and should prove stimulating to all those inter- 
ested in this particular field. It is quite probable that 
this introduction to a new use of the serologica! reaction 
by an eminent authority should open vp new vistas of 
considerable diagnostic importance. The subsidization 
by the Commonwealth Fund is indicative of the value 
of this work, and the consequent low cost should war- 


A.A.H. 


rant its purchase and study. 


METABOLIC METHODS. Clinical Procedures in the 
Study of Metabolic Functions. By C. Frank Conso- 
lazio, Chief of Biochemistry, United States Army 
Medical Nutrition Laboratory, Chicago, Illinois; 
Robert E. Johnson, M.D., D.Phi. (Oxford) Professor 
and Head of the Department of Physiology, Univer- 
sity of Illinois, Urbana, Illinois, and Evelyn Marek, 
M.A., Biochemist, United States Army Medical Nu- 
trition Laboratory, Chicago, Illinois. Illustrated. St. 
Louis: The C. V. Mosby Co., 1951. Price, $6.75. 


This book is an invaluable supplement to any library 
devoted to clinical pathology or medical research, as it 
contains material found in no other single ordinary 
text. It is concise, and all but a small portion of it is 
a step-by-step explanation of the one method the authors 
feel the most acceptable for the specific procedure. 
There is very little in the way of comment, other than 
a description of the pitfalls one might encounter in the 
method described. Such current topics as fiame pho- 
tometry and paper chromatography are discussed and 
in the latter instance, a long bibliography is appended. 


The book is highly recommended. A.A.H. 


THE CLINICAL USE OF FLUID AND ELECTRO- 
LYTE. By John H. Bland, M.D., Assistant Profes- 
sor of Medicine, University of Vermont College of 
Medicine. Illustrated. Philadelphia: W. B. Saunders 

1952. Price, $6.50. 


This book is another in a series of inexpensive mono- 
graphs published to bring before the medical profession 
the practical results of research. This volume deals 
with the chemical anatomy of body fluids and its be- 
havior with electrolytes in health and disease. 

Not all physicians can be chemical pathologists, but 
certainly all physicians who treat the patient must be 
increasingly aware of the newer concepts of fluid, elec- 
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trolyte and nutritional balance. The author stresses this portant in the treatment of disease. The principles ar and rea 

point. Clinical application is made specific in chapters very essential in the general management of the patient, Some 

devoted to pediatric patients, to the aged and aging, Prescription writing is emphasized in this section. The famous 

to surgical patients and to specific clinical probleins as second section emphasizes differential diagnosis and tice wi 

found in renal disease, diabetes mellitus, adrenal cor- symptomatic medications. This does not preclude ac country 

tical insufficiency, heat, cold, shock, burns and other curate diagnosis, but rather emphasizes the value of tury. 

stress. Many charts original and modified are used for time gained to make a more complete diagostic survey, 

illustration. Perhaps the text could have been more It makes apparent “the need to do something for th: ae 

concise but it is readable. patient.” pron 

The busy physician will be well advised to add this The third section deals with the great body of ix “eo 

monograph to his library. J.W.H. ternal medicine, insofar as a general discussion is cor- which 

cerned. Specific differential diagnosis is not discussed, Rea 

A COURSE IN PRACTICAL THERAPEUTICS. By as it is outside the realm of the text. The final section ma. 
Martin Emil Rehfuss, M.D., F.A.C.P., Professor of 8 devoted to those specialities in medicine and thers. 
Clinical Medicine, and Sutherland M. Prevost, Lec- Peutics which are of value to the student and practi 


turer in Therapeutics, The Jefferson Medical College, _ tioner. 

Philadelphia; Attending Physician, The Jefferson ee : . ee 
Medical College Hospital; Philadelphia; Alison Howe. In this text, illustrations are used more widely than 
Price, A.B., M.D., Associate Professor of Medicine, 8 usually seen and they are of superb quality. Thi, 
The Jefferson Medical College, Philadelphia; Assist- plus the excellent -format, makes this text one of the 
es Jefferson Medical College Hos- finest of its type that the reviewer has ever seen. He 
Clinic, idee tend Bie Ee unhesitantly recommends it to each and every member 


The Williams & Wilkins Co., 1951. Price $15.00. of the medical profession. It is a worthy addition to 
all of the libraries. G.W5. 


Any attempt to revise this most excellent text is likely 


to fall short of the merit it deserves. The authors, in THE SERPENT-WREATHED STAFF. A novel by 















presenting their second edition of the latest in thera- Alice Tisdale Hobart. 402 pages. New York: Bobb: 
peutics, have compiled a most comprehensive survey. Merrill Co., 1951. 

The first section is devoted to an elementary pres- If Mrs. Alice Tisdale Hobart had managed to devise 
entation of those subjects the authors believe are im- a suitable ending for her 402-page novel, “The Serpent: 


Wreathed Staff,” about sixty pages sooner than she did, 
a tolerant critic would be able to say that she had writ- 


ten a faulty but highly interesting story of human con- 
Onder on Approval! | + 28 
. 


Unfortunately, however, the latter part of the book 
1951 SURGICAL FORUM $10.00 degenerates swiftly and recklessly into an amazing prop- 
Callander’s Surgical Anatomy $10.00 aganda piece for National Compulsory Health Insur- 


Orr's Operations of General Surgery ance. The last forty or fifty pages sound as if Mrs. 
$14.50 Hobart knocked them out hastily at a desk piled high 


’ . with pamphlets, speeches and news releases handed out 
Ladd & Gross’ Abdominal Surgery $12.00 by Federal Security Administrator Oscar Ewing and the 


DETROIT TEXTBOOK STORES, INC. Committee for the Nation’s Health. 
143 E. Elizabeth St. Detroit 1, Michigan This uncraftsmanlike abuse of artistic license, added 
(Downtown in Red Cross Bldg.) to some of the implications built up in earlier pages, 
WOodward 5 6914 creates the impression that the entire novel was designed 
as a subtle presentation of the case for Socialized Medi- 
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cine. As a result, Mrs. Hobart undermines much of the 
validity that does exist in some of the earlier parts of 
this book about doctors, modern medicine and a chang- 


ing world. 
When the facile, all-inclusive plot is used as a mech- 


- anism for discussion of the social, economic and political 


aspects of modern medicine, the book suffers not only 
from the standpoint of literary merit but also from the 
standpoint of accurate reporting. On this level the book 
is dangerously superficial. Complex problems and issues 
affecting the practice of medicine are introduced in 
rapid-fire, hop-skip-and-jump fashion—over-simplified 
and over-dramatized, but mixed with just enough truth 
and half-truth to give credence to a distorted picture. 
Before Mrs. Hobart writes another novel on this sub- 
ject, someone should familiarize her with the major facts 
and realities in the field of modern medical economics. 


Someone, for example, should tell her about the many 
famous clinics and countless other forms of group prac- 
tice which are in successful operation throughout the 
country, some of them since around the turn of the cen- 
tury. 

Everyone interested in American medicine, and in the 
effort to find intelligent solutions to our medical care 
problems, should read “The Serpent-Wreathed Staff”— 
if for no other reason than to help repair the damage 


which the book does. 
Read simply as a novel, it is a moving, absorbing 


story. 
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Read as a source of information affecting public opin- 
ion on medical-economic issues, it unfortunately is an 
example of careless, superficial writing, with a built-in 
conclusion contrary to the convictions of the great ma- 
jority of Americans today. F.B.E. 





ESTHETICS OF EATING 


On the advice of a famous restaurateur, army officers 
in Korea are trying a bit of practical psychology. At 
first the cooks wore any sort of old garments that came 
handy. But now they are told to wear a chef’s cap and 
also white suits if possible. It is believed that this change 
in dress will be effective in making the food seem cleaner 
and more palatable. Hence morale will be improved. 
The army has soilless gardens in Japan for growing 
vegetables. They reach Korean camps in thirty hours by 
plane. It is not suggested that housewives wear chef’s 
caps and white uniforms, but anything they can do to 
improve the appearance of meals and of the kitchen and 


dining room will certainly be to the family’s advantage. 





Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technic, two 
weeks, starting April 14, April 28, May 12. 
Surgical Technic, Surgical Anatomy and Clinical 
Surgery, four weeks, starting June 2, September 
8 


Surgical Anatomy and Clinical Surgery, two weeks, 
starting June 16, September 22. 

Surgery of Colon and Rectum, ome week, starting 
April 7, May 12. 

Personal Course in General Surgery, 
starting April 14 

Gallbladder Surgery, ten hours, starting April 21. 

Basic Principles in General Surgery, two weeks, 
starting September 8. 

General Surgery, one week, starting May 12. 

Breast and Thyroid Surgery, one week, starting 
June 23. 

Esophageal Surgery, one week, starting June 23. 

Thoracic Surgery, one week, starting June 2 

a and Traumatic Surgery, two weeks, 

arting June 16. 
GYNECOLOGY— Intensive Course, two weeks, starting 

April 21, June 16. 

Vaginal Approach to Pelvic Surgery, 


two weeks, 


one week, 


starting May 5, June 9 
Cees ee Course, two weeks, starting 
April 7, June 2. 
PEDIATRICS—Intensive Course, two weeks, starting 
ril 7. 
Informal Clinical Course every two weeks. 
Cerebral Palsy, two weeks, starting July 7. 
MEDICINE—Intensive General Course, two weeks, 


starting May 
Blectrocardiography, ‘and Heart Disease, two weeks, 
starting July 14. 
Gastroenterology, two weeks, starting May 19. 
Hematology, one week, starting June 16. 
Gastroscopy and Gastroenterology, one week Ad- 
vanced Course, June 23. 
UROLOGY — Intensive Course, 
April 28. 
Ten Day Practical Course in Cystoscopy starting 
May 12, May 26. 
eS a 
starting May 


TEACHING PACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street 
Chicago 12, Illinois 


two weeks, starting 


Course, two weeks, 
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Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
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TECHNICIAN CAPABLE OF MANAGING medical 
laboratory and x-ray department. Opportunity for ad- 
vancement. Position available immediately. Woods 
Medical Center, 19635 Mack Avenue, Grosse Pointe 
Woods 30, Michigan. 





WANTED: Young, draft-exempt doctor as full partner. 
General practice including surgery and obstetrics. Si- 
multaneous surgical training in own Detroit hospital. 
Guarantee monthly take-home $1,000.00 plus. Other 
inducements. Reply: Box 6, 606 Townsend Street, 
Lansing 15, Michigan. 





FOR SALE: A double house in Owosso, Michigan, which 
would make good offices and a home. Two doctors 
have recently retired in this town of 16,000. The 
house is three blocks from the center of the city, just 
outside the parking meter zone, and on a main street. 
Contact: Russell Woodard, 401 N. Washington, 
Owosso, Michigan. 





WANTED: General practitioner to take over, about 
June 15, excellent practice in large city, Southern 
Michigan, with purchase of equipment including x-ray. 
Insurance appointments available. Excellent office 
space. Four-bedroom home available for purchase if 
desired. Contact: Box 7, 606 Townsend Street, 
Lansing 15, Michigan. 





OPENINGS in Muskegon County for General Practi- 
tioners. Excellent hospital facilities. Community of 
120,000. Full co-operation from the local Medical 
Society will be assured. Contact: Muskegon County 

Medical Society, 87 East Southern Avenue, Muskegon, 

Michigan. 





OPHTHALMOLOGIST, desires location in Michigan. 
Male, age 38. Reply Box 5, 606 Townsend Street, 
Lansing 15, Michigan. 
























APPROVED RESIDENCY IN GENERAL PRACTICE: 
St. Luke’s Hospital, Saginaw, Michigan. 140 adult 
bed capacity .has an opening for two resident physi- 
cians in General Practice, approved by the American 
Medical Association. Salary $300-$350 per month 
with partial maintenance. Mail communications to 
Olive E. Lebold, R.N., Superintendent, St. Luke’s 
Hospital, Saginaw, Michigan. 





Government invasion of the insurance business is all 
that is being talked about right now. The theory, of 
course, is that the government should guarantee security 
and the more abundant life to everybody. This concept 
started out on a so-called subsistence level, as a humane 
substitute for the poor-house and other galling forms of 
charity. But it has long been obvious that many pro- 
ponents of social insurance are aiming far above the sub- 
sistence level—Insurance Economics Survey, February, 


1952. 
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crease the number of high quality young doctors with 
inducements so that they will practice in the place 
where they are most needed. We should lower the coy 
of the hospital bill by using public funds for hospital 
construction, for the maintenance of such hospital 
services as the care of the invalid, the education of 
internes and nurses and the maintenance of accident 
wards and ambulances. 








“*‘WE SHOULD PROVIDE FREE DIAGNOSTIC 
CLINICS, INCLUDING X-RAY SERVICE, FURNISH 
HEALTH EXAMINATIONS FOR ALL SCHOOL 
CHILDREN AND MAKE AVAILABLE TO THOSE 
WHO CANNOT AFFORD EXPENSES—MEDICINE 
—FREE OF CHARGE.’” (Emphasis ours, Editor.) 





plume 5] 





The Editor wrote a letter to the General en. 
closing this clipping, calling his attention to the 
more than 5,000 members of the Michigan Stat: 
Medical Society who have a right to know hi 
position in view of the above. Following is hi 


reply: 
Dear Doctor Haughey: © 


General Eisenhower has asked me to thank you for 
your letter and to acknowledge it on his behalf. 


I reget that the General cannot respond to your 
query at the present time. His position, as announce( 
in his statement of the 7th of January, remains up 
changed. 

Sincerely yours, 


(Signed) C. T. LANHAM, 
Brigadier General, USA 
Chief of Public Information. 


February 21, 1952. 





A PERSONAL NOTE 


Once Socialism has been well established and permitted 
for a few years to take its toll in production and progress, 
once it has been allowed to eat away at the heart and 
body and moral fibre of a nation, it cannot then he sud- 
denly replaced with private capitalism. 


You can’t press a button or mark a ballot and trans 
form a bankrupt Socialist nation into something better. 
But there is more than irony in England’s present predica 
The nation has come face to face with the truth 
about Socialism: it is like quicksand; once you put both 
feet in it you are caught fast. 


Evidently, the reason the English didn’t vote the Con- 
servatives in by a larger margin was that not even 
Churchill, who had opposed every step of the Socialist 
program, could promise to reverse it. Realizing this, 
England still registered a condemnation of Socialism as 
a mode of government and way of life-—Dr. Groroe S. 
BENSON, President, Harding College. 


ment. 
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